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Nursing for a Growing Nation 


SPECIAL OFFER FOR NURSES 


New, therapeutically 
effective 


piioaum cleanse pae* 


(incidentally, pronounced ‘‘foam’’) 


for better skin hygiene 


“4 more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.47% of the patients.” 


Kice, Janith S.: 
Clin. Med. V:1213, Sept. 1958 


pHoam cleanse pac is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 
of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 
with sulfur, salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 
to youthful and aging skin—are helpful in dry and 
scaly conditions. 


SAVE $1.00 Send only $1.25 


To: DOAK PHARMACAL CO., INC., c/o Nursing World 
480 Lexington Ave., New York 17, N.Y. 
Enclosed $1.25 
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Form a Group. 
SAVE Up to $1.00 each 


The larger the group the bigger the savings. Present Nursing World 
subscribers may participate in or form a group with colleagues and 
other nurses. Still active subscriptions are automatically extended one 


Regular subscription prices are $3.50 yaa 


for 1 yr. in U. S. A. 
%& Start a Group—or join a Group today! Not only will each subscriber 


save—as much as 40% of our regular subscription price where groups 
of 6 or more are formed—but in addition, every subscriber will find the 
investment justified because of the fine, timely and exclusive articles 
which will appear in future issues. 


Money Order, Postal Note or Check for all subscribers must accompany 
Group Orders to obtain the special money-saving low rate. 


(The coupon below can be used for from 1 to 6 subscription orders. Use it today!) 
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IN THIS ISSUE 


COVER: During the week of May 11 nurses from all over the United States 
will focus their attention on the 1959 National League for Nursing Con- 
vention in Philadelphia, Pa., as illustrated by this month’s cover. 


Agnes Gelinas 


Agnes Gelinas, R.N., A.M., chairman of the Depart- 
ment of Nursing of Skidmore College, New York City, 
and author of “Three-Dimensional Problem” (page 
10), leads an active nursing life. She is the author 
of Nursing and Nursing Education, published in 
1946 by the Commonwealth Fund, and has written 
several articles on nursing for professional journals. 
Miss Gelinas is prominent in many nursing and edu 
cational organizations, including the A.N.A., Ameri- 
can Association of University Professors, and the 
N.L.N.; in the latter she is chairman of the Com- 


mittee on the Cost Study in Nursing Education. 


Her experiences as an itinerant public health nurse in Alaska are described 
by Gertrude Sipple in “Nursing from Angoon to Kake” (page 12). Miss 
Sipple received her R.N. and B.S. from the University of California 
Hospital, San Francisco. After three years in Angoon and Kake, Miss Sipple 
spent three years in the Barrow area. She is now regional nursing 
administrator for Southeast Alaska for the Alaska Department of Health. 


Louise Wiedme 


sists in teachir 


oO 
12 


Louise Wiedmer, R.N., M.S., found that her students 
in the Fundamentals of Nursing course at the Med- 
ical College of Virginia School of Nursing, Rich- 
mond, Va., actually enjoyed their “Poster Project.” 
On page 14 she describes some of the posters sub- 
mitted and how the term project is conducted. Miss 
Wiedmer holds a B.S. in Public Health Nursing and 
an M.S. in Nursing Education. At present, in ad- 
dition to the Fundamentals of Nursing course, Miss 
Wiedmer teaches Orientation to Nursing and the 
first part of the Senior Conference; she also as- 


Medical and Surgical Nursing. 


While on the administrative staff of Mount Sinai Hospital in New York 
City, Thomas P. Weil became interested in “The Special Duty Dilemma” 


(page 16). A graduate of Union College, Schenectady, N.Y., 


and Yale Uni- 


versity’s course in Hospital Administration, Mr. Weil is now studying for 
his Ph.D. in Public Health Economics at the University of Michigan. 


Betty Greenbur 


go 
_ 


+ 


Freida Mitchell 


In “Classes for Expectant Parents: Part 2” (page 22), 
Betty Gregory Greenburg, R.N., M.S., reports on 
a meeting of the mothers’ and fathers’ group. Before 
moving to California last summer, Mrs. Green- 
burg had been an instructor of obstetric nursing 
at Incarnate Word College, San Antonio, Texas. He 
previous positions included instructor in clinical 
nursing at the University of California, San Fran 
cisco; and, for eight years, instructor in obstetric 
nursing, gynecologic nursing, and pharmacology at 
St. Vincent's Hospital, Los Angeles, Calif. 


Since childhood, Freida Mitchell, R.N., author of 
“A Little White Book” (page 29), has had two ambi- 
tions: to be a nurse and to write. Some poems she 
wrote as a child (and which she describes as “atro- 
cious”) were published, but Mrs. Mitchell did not 
study journalism in college for financial reasons. 
She was, however, able to undergo nurse’s training 
at her county hospital. Now, after many years in 
nursing, Mrs, Mitchell has become “reinfected with 
the writing bug” and has started seriously study- 
ing writing. She is now a psychiatric charge nurse 


ru 
if 


at Patton State Hospital, San Bernardino, Calif. 
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NAPNE Convention 


“Nurses in a Changing World” will 
be the topic of the keynote address by 
Congressman Walter Judd of Minnesota 
at the opening session of the 18th An- 
nual Convention of the National Asso- 
ciation for Practical Nurse Education. 
rhe convention is to be held April 27 
to May 1 at the Netherland Hilton Hotel 
in Cincinnati, Ohio. 

On April 28 Dr. Max Goodson, dean 
of the College of Education of Boston 
University, Boston, Mass., will discuss 
“Social Outlook and Job Satisfaction 
Ingredients of Effective Service.” 

It is expected that approximately 
1,500 leaders of practical nursing from 
all over the United States will partici- 
pate in the convention. 


Tribute to Mary M. Roberts 


For her greatness—there is no single 
theme 

Her writings are classics of the past, 
the present and future 


for the living and the generations 


sayings a treasured inspiration 
ahead 

rhis lady, whose life was passionately 
shared by young and old alike 

Will 
Immortal! 

For Mary Roberts 


ho concluding 


stand in history among the 


life had no sunset— 


final 


chapter or 


phrase 


Only bright horizons of 
Eternal Spring 
Mivprep I. CLARK 
Lt. Colonel, A. N. C. 


hope with 


Postgraduate Course 


The Chicago Committee on Trauma 
of the American College of Surgeons 
will conduct its Third Annual Postgrad- 
uate Course in Fractures and Other 
Trauma in Chicago April 15-18, at the 
John B. Murphy Memorial Auditorium 

During the course all phases of trauma 
illustrated 
presentations, 


be clisc ussed, and lec- 
tures, audio-visual pa- 
tient demonstrations, and question-and- 
answel periods will be held 

This year the postgraduate course will 
be dedicated to the 
Fremont A. Chandler, former professor 
and head of the Department of Ortho- 
paedic Surgery of the University of I] 
linois and former chairman of the Chi- 


will 


memory of Di 


cago Committee on Trauma. 
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REPORTS 


Registration for the course is $75, 
but residents, interns, and students may 
attend the meetings at no cost, upon 
presentation of a note of indentification 
from the chief of service or dean. Fur- 
ther information is available from John 
J. Fahey, M.D., Chairman, Committee 
on Postgraduate Course on Fractures 
and Other Trauma, 1791 W. Howard 
St., Chicago 26, Ill. 


Nursing Workshops 


The Division of Nursing Education 
of Indiana University, Bloomington, 
Ind., will conduct four workshops in 
nursing this summer. 

The Changing Role of the Nurse in 
Maternity Nursing will be the subject 
of the first workshop, to be held the 
week of June 1. The one-credit course 
will be directed by Vera Keane and the 
Division of Nursing Education faculty. 

Mrs. Margaret Koehler and Mr. Lee 
D. Fuller will direct the Psychiatric 
Nursing workshop between June 15 
and June 27. There will be supervised 
clinical experience provided at Central 
State Hospital, Indianapolis, during this 
course, which carries two credits. 

The week of June 22 Jean Schweer 
will direct a workshop on Cardiovascu- 
lar Nursing, offered in co-operation with 
the Indiana Heart Foundation. This is 
a one-credit course. 

The final workshop will concern Im- 

plications of Communications for Im- 
proving Nursing Care, and will be di- 
rected by Helen Weber. Carrying one 
credit, it will be held the week of 
July 27. 
' For additional information contact 
Workshops, Division of Nursing Edu- 
cation, Rogers B, Indiana University, 
Bloomington, Ind. 


“Never Alone” 


In “Never Alone,” a 45-minute, black- 
and-white documentary motion picture, 
the American Cancer Society presents 
the story of how Americans from all 
walks of life have been mobilized into a 
common struggle against cancer. 

The film, available on a free-loan 
basis to organizations and institutions, 
can be obtained from any of the Cancer 
Society’s 60 divisions and 3,000 units. 
It details the society's program and the 
work of its two million volunteers, and 
shows the laboratories where research 


scientists are seeking the causes and 
cures of cancer. A view is also given 
into the lives of some of the 800,000 
people who have been cured of the 
disease. 


Commend Maryland Nurse 


Mrs. D. Delmas Caples was recently 
presented with a silver bowl in recogni- 
tion of her work in organizing 73 Future 
Nurses Clubs in Maryland. This state is 
now reported to be the first to have the 
organization on a state-wide basis. Every 
Future Nurses Club of Maryland re- 
ceives its charter from the Maryland 
League for Nursing. 


N.L.N. Tests 


The National League for Nursing has 
developed a new performance evalua- 
tion for psychiatric aides and a revised 
preadmission test for applicants to 
schools of practical nursing. These tests 
are provided by the N.L.N. for employ- 
ing agencies and nursing schools, to- 
gether with a scoring and reporting 
service for test purchasers. 

A test in elementary psychiatric nurs- 
ing and one in basic nursing procedures 
and elementary nutrition are included 
in the achievement tests for psychiatric 
aides and attendants. The test service 
is available to hospitals employing psy- 
chiatric aides and attendants, and is the 
N.L.N.’s first test for employed nursing 
personnel. The cost of the test servic. 
is 75 cents per person for the elementary) 
psychiatric nursing test, $1 per person 
for the basic nursing procedures and 
elementary nutrition test. The latter test 
provides a score in each of the two areas, 
as well as a total score. 

For further information about the 
tests, contact the Evaluation Service, 
National League for Nursing, 2 Park 
Ave., New York 16, N.Y. 


Anniversaries 


The School of Nursing of the Uni- 
versity of Minnesota and the Division of 
Nursing Education of Teachers College 
Columbia University, have announced 
plans for celebrating their respective 
50th and 60th anniversaries. 

The 50th anniversary program of the 
University of Minnesota School of 
Nursing will be held the week of May 
t and will include daily educational 
sessions on the theme “The University’s 
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Contribution to the Education of the 
Nurse,” tours of the Medical Center and 
the Twin Cities, and a dramatic presen- 
tation of nursing. A garden party, ban- 
quet, and musical program are also 
planned. During the musical program, a 
symphonic selection composed for the 
occasion will be introduced. 

The two-day 60th anniversary cele- 
bration of the Division of Nursing Edu- 
cation of Teachers College will also 
commemorate the 100th anniversary of 
the birth of M. Adelaide Nutting, Amer- 
ican nursing pioneer who was instructor 
for the first class of graduate nurses en- 
rolled at the college in the fall of 1899. 

Guests from all over the country are 
expected to attend the Division of Nurs- 
ing Education’s celebration, which will 
open with an anniversary dinner May 15 
at the Hotel Pierre in New York City. 
Agnes Gelinas, chairman of the Depart- 
ment of Nursing at Skidmore College 
and president of the Alumni Association 
of the Division of Nursing Education of 
Teachers College, will preside at the 
dinner. 

On May 16 an educational conference 
will be held at the college. During the 
morning session Prof. Virginia Dunbar, 
dean emeritus of the Cornell University- 
New York Hospital School of Nursing, 
will pay tribute to Miss Nutting in the 
address “A Look at Nursing Education 
During the Past 60 Years.” In the after- 
noon Dr. Helen Nahm, dean of the 
School of Nursing of the University of 
California at San Francisco, will speak 
on “A Look at the Future of Education 
for Nursing.” Following Dr. Nahm’s 
address there will be a panel discussion 
on the future of nursing education at 
Teachers College. 

Dr. Eugenia K. Spalding, professor of 
nursing education at the college, is gen- 
eral chairman of the celebration. 


Announcements 


The Illinois Nursing Home Associa- 
tion has announced that it will hold its 
Ninth Annual State Convention April 
15-17, 1959 at the Orlando Hotel in 
Decatur, Ill. The theme of the conven- 
tion is “Public Relations.” 

In New York City the Greater New 
York Association of Industrial Nurses, 
Inc., and the Greater New York Safety 
Council will co-sponsor their annual 
Safety Conference at the Hotel Statler 
the week of April 13. 

“The Minor Orthopedic Problems as 
Seen in the Industrial Medical Clinics” 
will be the topic of the conference's in- 
dustrial nursing program on April 15, 
at which time the clinical management 
and preventive aspects of these prob- 
lems will be discussed. Moderator of 
the program will be Anne Ference, pres- 
ident of the Greater New York Associa- 
tion of Industrial Nurses, Inc., and as- 
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sistant executive director of the national 
association. Pauline Wohlrath, chief 
nurse of The Port of New York Au- 
thority, New York City, is in charge of 
arrangements for the program. 

During the program for industrial 
nurses there will be a demonstration on 
“The Why of How in Strain Preven- 
tion” by Eugene Schwarz, senior safety 
representative of the New York State 
Insurance Fund. 


Commend Study Group Findings 


The New York State Nurses Associa- 
tion and the New York State League for 
Nursing recently commended the action 
of the Board of Regents of New York 
State in initiating and conducting a 
study of nursing resources in New York 
State. 

In a statement sent to Regent Domi- 
nick F. Maurillo, chairman of the Nurse 
Resources Study Group, with the re- 
quest that it be included in the “Final 
Report on Needs and Facilities in Pro- 
fessional Nursing Education in New 
York State,” the boards of directors of 
the NYSNA and NYSLN declared that 
they “believe that the report of the 
Nurse Resources Study Group repre- 
sents an important, accurate and timely 
analysis of the nursing needs of our 
society in the immediate and foresee- 
able future.” 

The boards of directors went on to 
say that the support of one type of 
basic nursing educational program to 
the exclusion of other approved pro- 
grams is not in the interests of the pub- 
lic nor the consumer of nursing service, 
and they therefore “deplore any efforts 
to stifle the development of the several 
patterns of nurse education, each of 
which has a proper place and purpose.” 
They pointed out that any program of 
nursing that does not remain active will 
soon serve the purpose for 
which it was developed. 


cease to 


A.R.C. To Help Train Aides 


Authorized Red Cross nursing instruc- 
tors will assist in training nursing aides 
in nursing homes as a result of a recent 
agreement reached by the United States 
Public Health Service, the American 
National Red Cross, and the American 
Nursing Home Association. The instruc- 
tion will be carried out through the Red 
Cross Home Nursing Program. 

As a result of this co-operative pro- 
gram, it is expected that public, private, 
and nonprofit nursing homes will be 
aided in providing better nursing care 
for their patients and that the training 
of nursing aides in nursing homes will 
be greatly expanded. 

At present there are an estimated 
25,000 public, private, and nonprofit 
nursing and domiciliary homes in the 


United States, with a bed capacity of 
450,000 patients. 


Nurses Commissioned 


Capt. Patricia D. Shea was recently 
recommissioned in the Army Nurse 
Corps during ceremonies at First Army 
Headquarters, Governors Island, N. Y. 
At the same time Alexander Levy was 
sworn in as a second lieutenant. 

Captain Shea served previously as 
second lieutenant in the A.N.C. from 
1945-46 and from 1948 to 1956; she 
was promoted to captain in 1952. Cap- 
tain Shea will start her third tour of 
duty at the U.S. Army Hospital, Fort 
Sill, Oklahoma. 

Lieut. Levy served with the Air Force 
between 1950 and January 1954; he 
graduated from Bellevue Hospital 
School of Nursing in 1957. Following a 
six-week orientation course at Brooke 
Army Medical Center, Fort Sam Hous- 
ton, Texas, Lieut. Levy will report for 
duty to the U.S. Army Hospital, Fort 
Leonard Wood, Mo. 


Childbirth Safety 


The maternal mortality rate in the 
United States has dropped 93 per cent 
in the last four decades, according to a 
report by the Health Information 
Foundation published in its statistical 
bulletin, Progress in Health Services. 
Whereas there were 61 maternal deaths 
per 10,000 live births in 1915, there 
were only 4.3 in 1957. 

The Foundation states that much of 
the improvement in childbirth safety 
“is attributable to the high level of pre- 
natal care and hospitalization for birth 
now customary in this country.” The 
safest years for child-bearing, the 
Foundation reports, are the early twen- 
ties: There are only 3.2 maternal deaths 
10,000 live babies born to 
the 20-24-year-old group. 


for every 
women in 


Office Nurse Survey Report 


The American Nurses’ Association Re- 
search and Statistics Unit recently re- 
leased a report on the survey of nurses 
employed in doctors’ and dentists’ of- 
fices. The report, which revealed that 
these nurses earned a median salary of 
$300 a month in June 1958, also con- 
tains more complete information about 
the salaries, hours, and other employ- 
ment conditions of office nurses. Copies 
of the report are available upon request. 

In the near future a report will be 
released on the results of a survey con- 
ducted among deans and directors of 
educational programs in nursing to de- 
termine the salaries and other employ- 
ment conditions of the nurse faculty 
members of their schools. 
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by SHIRLEY HOPE ALPERIN, R.N. 


RTICLES critical of the profession- 
al conduct of doctors and nurses 
seem to be popular these days in na- 
tional magazines. The latest journalistic 
bombshell is a highly explosive report 
on hospitals which appeared in the Feb. 
’, 1959, issue of Look magazine. The 
article, authored by Look’s medical edi- 
tor, Roland H. Berg, reveals the results 
of an official medical survey conducted 
by the California Medical Association. 
According to Mr. Berg's interpretation 
ef the survey's findings, “a hospital is 
not a fit place in which to be sick.” 
The report stated that hospitals were 
not functioning for the benefit of the 
patient but rather for the convenience 
of nurses and physicians. The inference 
was that daily schedules were organ- 
ized to accommodate the routine of the 
medical staff, rather than to satisfy the 
patient’s needs. When an investigator 
queried a nurse as to why patients al- 
ways had to be undressed, even when 
bed rest was not prescribed, the nurse 
answered, “We like to have them ready 
any that when the y 
examine them 


doctor 
right 


time, so 
comes, he can 
away S 

Mentioned in the investigation were 
complaints about the “callous attitude” 
of some doctors and the “indifference” 
of many nurses and attendants; patients 
were annoyed by being awakened from 
a deep sleep at night to be given sleep- 
ing pills. Similar dissatisfaction was ex- 
pressed by many who were aroused at 
5:00 or 5:30 A.M. to have their faces 
washed. The rigid eating schedule fre- 
quently accompanied by cold, unappe- 
tizing food was also censured. There 
was resentment toward hospitals that 
demanded payment on admission, and 
it was noted that some patients found 
the visiting hours inadequate. 

The investigation, which began two 
years ago, was precipitated by an alarm- 
ing number of malpractice suits against 
physician members of the California 
Medical Association. “Although this is 
a national problem,” states the Look 
article, “the situation in California is 
particularly bad.” Due to the prevalence 
of these suits, a number of insurance 
companies which provided coverage for 
doctors either discontinued issuing pol- 
icies or hoosted the premiums consider- 
ibly. The acute 
that some surgeons would not perform 


situation became so 
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certain high-risk operations, fearful that 
costly lawsuits might result in case of 
failure. 

To protect its members, the California 
Medical Association decided to inves- 
tigate why patients sue doctors. Sociol- 
ogists, psychologists, and psychiatrists 
were selected by the association to study 
all aspects of the problem. Interviews 
with physicians and patients involved 
in the suits revealed that many of them 
were emotionally ill. “It became clear 
that psychological reactions are more 
important factors in malpractice law- 
suits than the quality of treatment or 
whether the doctor makes a mistake in 
medical judgment,” Mr. Berg reports 
in the article. 

Investigators discovered that a dis- 
turbance in the physician’s emotional 
make-up occurred just as often as it 
did in that of the patient. They declared 
that a doctor frequently involved in 
malpractice suits is “fearful, immature, 
suspicious and dependent upon the pa- 
tient for the gratification of emotional 
needs, often at an unconscious level.” 
Some of the patients who had sued 
commented that if the doctors treated 
them more like human beings thev 
would not have taken action. 

Further study revealed that in most 
instances patients were hospitalized dur- 
ing the treatment for which the physi- 
cian was being sued. “The psychol- 
ogists reasoned that the anger might 
have started with a hospital incident 
and that perhaps patients were venting 
their annoyance against hospitals bv 
suing their doctors,” states the article. 
This factor was responsible for the in- 
vestigation into patients’ attitudes to- 
ward hospitals. 


“Good” and “Bad” Hospitals 


Investigators were assigned to eight 
California hospitals, half of which were 
rated “good” and half “bad.” In the 
former, physicians were rarely sued, 
but in the latter, patients took frequent 
legal action against the medical staff. 
The purpose of the survey was to com- 
pare patient care in both types of in- 
stitutions. The report disclosed that al- 
though the “good” hospitals treated pa- 
tients better than the “bad” ones, they 
still “fell short of what a hospital should 
be.” 


Findings involving the “bad” hospi- 
tals revealed that patients were charged 
excessively for medications and some- 
times billed for drugs they did not even 
get. Medical reports at those hospitals 
were unreliable and in some cases the 
records of abortions and deaths had 
been falsified. In one instance, a staff 
physician performing a_ tonsillectomy 
engaged his partner (who was unqual- 
ified) to give anesthesia—and collect the 
usual fee for administering anesthesia. 
The hospital administrator objected to 
this, but the doctor went above him 
and received consent from the chief of 
surgery, who, in turn, reproached the 
administrator. Result? During the oper- 
ation, the child expired in cardiac ar- 
rest. In another “bad” hospital, a scrub 
nurse discovered a broken bit of an in- 
strument following an operation. She 
notified her superior, who showed it to 
the surgeon and suggested that the pa- 
tient be X-rayed to determine whether 
part of an instrument might have been 
left in the patient. The surgeon replied, 
“It is so small it couldn’t harm her.” 

Although the so-called “good” insti- 
tutions were not guilty of such severe 
violations of professional conduct, thev 
were not exempt from criticism regard- 
ing food, visiting hours, excessive bills, 
and inadequate attention from nurses 
and attendants. Patients also com- 
plained that they were not being told 
what was happening to them. 

An interesting fact noted by the as- 
socia‘ion’s experts was that few patients 
complained about mistreatment while 
in the hospital. It wasn’t until weeks or 
months later that much of the censure 
was expressed. The investigators rea- 
soned that during a hospital stay the 
patient, ill and fearful, felt helpless and 
dependent. They reported: “His sym- 
bols of personal identity are removed; 
his clothes are counted and taken away, 
so is his jewelry and often his small 
change. He is provided with a type of 
bed clothes to which he is ill-accus- 
tomed and which hardly enhance his 
self-image; he has to give up his upright 
position, symbol of his strength and 
humanness; his sense of privacy is vio- 
lated; all persons who belong to the 
hospital, and whose belongingness is 
emphasized by white coats and uni- 
forms, have unlimited access to his 

(continued on page 34) 
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An estimated 4,000 members of the 
National League for Nursing, their 
friends, and others interested in the 
program will attend the 1959 N.L.N. 
Convention in Philadelphia, Pa., the 
week of May 11. 

An additional 3,000 persons are ex- 
pected to participate in the annual 
meeting of the National Students’ Asso- 
ciation, which will commence on May 
8 and extend until May 11, overlapping 
the N.L.N. meeting by one day. 

During the convention the theme, 
“Nursing for a Growing Nation,” will 
be developed through program meet- 
ings, panel discussions, daily film presen- 
tations, and exhibits. As we go to press 
some finishing touches still have to be 
put on the convention program, but the 
major portions of the program have 
been completed and the highlights are 
included here. 


First Panel 


The convention will open Monday 
morning, May 11, with a panel discus- 
sion on “Using Research Findings in 
Evaluation of Nursing Procedures,” 
moderated by Eleanor Lambertsen, as- 
sistant secretary of the Council on Pro- 
fessional Practice of the American Hos- 
pital Association. The first business 
meeting will be held Monday afternoon. 

That evening Norman Cousins, editor 
of Saturday Review, will deliver the 
convention’s keynote address; the topic 
of his speech has not yet been an- 
nounced. Mr. Cousins has made in- 
ternational health problems a strong 
interest of his magazine and has been 
described by President Eisenhower as 
a “distinguished editor who stands as 
a symbol of America’s creative, crusad- 
ing, and sensitive mind.” 

Tuesday morning the following panel 
will discuss “I Have Tuberculosis—My 
Nurse Needs Help”: Mrs. Elizabeth Ful- 
cher, public health nursing consultant, 
Waynesboro, Ga.; Mrs. Vivian O’Brien, 
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supervisor, pulmonary disease service, 
Kennedy Veterans Administration Hos- 
pital, Memphis, Tenn.; and a former 
TB patient. 

Moderator of the discussion will be 
Lucy D. Germain, director of the de- 
partments of nursing and nursing edu- 
cation at Harper Hospital, Detroit, 
Mich. In the afternoon chairmen and 
members of state and local interorgani- 
zational committees on tuberculous 
nursing will participate in a workshop. 

Another Tuesday morning meeting 
will be that of the Council on Psychiatric 
and Mental Health Nursing. At this 
meeting the topic, “Preparation of Psy- 
chiatric Aides,” will be discussed by 
Walter Pullinger Jr., psychiatric aide at 
Philadelphia State Hospital; Herbert J. 
Butler, assistant chief, nursing educa- 
tion, Veterans Administration Hospital, 
Brockton, Mass.; Luther Christman, 
nursing consultant, Michigan State De- 
partment of Mental Health, Lansing; 
and Frank J. Shea, assistant director, 
N.L.N. seminar project for teachers of 
psychiatric aides. 

Mary M. Redmond, associate profes- 
sor of psychiatric nursing, School of 
Nursing Education, Catholic University 
of America, Washington, D.C., will be 
moderator of the discussion. 

Following a morning business meet- 
ing and luncheon, the Council on Prac- 
tical Nursing will hold a panel discus- 
sion on “Practical Nursing Potential in 
Good Nursing Care,” which will be 
moderated by Mrs. Mildred Bradshaw, 
director of nurses at Lehigh Memorial 
Hospital, Norfolk, Va. The panel will 
include Mrs. Pearl Baker, directing su- 
pervisor, Central School of Practical 
Nursing, Cleveland, Ohio; Cecelia M. 
Hauge, director, nursing service, Vet- 
erans Administration Department of 
Medicine and Surgery, Washington, 
D.C.; Eleanor Lambertsen; and Elea- 
nor Bowen, director, practical nurse 
research project, Metropolitan State 
Hospital, Waltham, Mass. 
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At the evening meeting of the Council 
on Maternal and Child Health Nursing, 
Ruth G. Taylor, chief of the nursing 
section, Children’s Bureau, United States 
Department of Health, Education, and 
Welfare, will talk about “Maternal and 
Child Health Nurses for a Growing 
Nation.” 

There will also be a luncheon and 
meeting sponsored by the Council of 
Member Agencies of the Department 
of Public Health Nursing on Tuesday, 
as well as meetings on occupational 
health nursing, nursing careers, histori- 
cal source materials in nursing, and 
nursing in disaster. 

The next day, at the luncheon spon- 
sored by the Committee on Community 
Participation, Mrs. Oswald B. Lord, 
United States Representative to the 
United Nations Commission on Human 
Rights, will be guest speaker. 


Premiere Performance 


Wednesday afternoon the first public 
performance of “3 Maple Street,” an 
American Theatre Wing play written 
expressly for the Department of Public 
Health Nursing by Nora Stirling, will 
be presented. Commentator for this ses- 
sion will be Dorothy Wilson, director of 
the New Haven (Conn.) Visiting Nurse 
Association. 

Hans O. Mauksch, chairman of the 
Department of Social Science at Pres- 
byterian-St. Luke’s Hospital School of 
Nursing, Chicago, Ill., will speak about 
“The Patient Care Unit As a Reflection 
of Hospital Structure” at the afternoon 
program meeting of the Department cf 
Hospital Nursing. A brainstorming ses- 
sion will follow Mr. Mauksch’s talk. 

During the day there will also be 
business meetings of the Department 
of Diploma and Associate Degree Pro- 
grams and the Department of Public 
Health Nursing and a program meeting 
for membership chairmen and _treas 
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Quantity, quality, and reward comprise 











ie its broadest perspective, Ameri- 
can education for nursing is con- 
fronted with a three-dimensional prob- 
lem 

One dimension of this problem is 
quantity. Our 
now beginning to meet the needs of the 
largest student enrollment in history. 
But in the years ahead the number of 
and choose 
nursing as a career will be much greater 
than at present. By 1970, for instance, 
the number of young persons who could 


schools of nursing are 


men women who could 


choose nursing will at least be doubled, 
perhaps tripled 

The second dimension of the problem 
tacing nursing education is quality. The 
potential nurse who is successful in her 
educational efforts acquires knowledge, 
mental training, and skills imparted by 
the instructor. Many factors are involved 
in the quality of professional education 

the ability of the teachers, the meth- 
ods of instruction, and type of school 
classrooms, clinical facilities, field agen- 
cies, learning experiences, Included here 
also are the support and encouragement 
of quality education by the state, by 
the community, and by the parent in- 
stitution (community college, senior 
college, the hospital ). 

Che third dimension is what I should 
like to call the reward of education. By 
this I mean what is taught and the abil- 
ity of the schools to teach it when it is 
needed. This involves the versatility of 
education—its capacity to change, to ac- 
cept new program designs, to train ac- 
cording to changing tasks, hold on to 
what has proven of value, anticipate 
the needs of the future and expand by 
adopting new practices. 

I want to emphasize that I include 
in this dimension the prime responsibil- 
ities of education, which are to give the 
individual a sense of values, knowledge 

Miss Gelinas recently delivered this ad- 
dress at the annual .convention of the 
New York State League for Nursing Edu- 
N.Y 
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by AGNES GELINAS, R.N., A.M. 
Chairman, Department of Nursing, 
Skidmore College, New York City. 


of the conditions in which she must 
live and work, and a feeling for the 
changing world in which she must make 
choices. 

The three dimensions of our nursing 
educational problem—quantity, quality, 
and reward—are interrelated and inter- 
dependent, and this must be recognized 
if nursing education is to serve the pur- 
pose of the individual and the health 
needs of the nation. 

Our problem is twofold. We not only 
have future needs to meet, but we must 
also overcome accumulated serious de- 
ficiencies in our schools of nursing. All 
of the facts about educational needs 
today point to one clear conclusion: We 
must catch up and keep up. 

Many things will be needed before 
we can catch up and keep up in nursing 
education. The American people must 
face the hard fact that one of these 
things is money, much more money 
than we have ever spent for schools of 
nursing, perhaps much more money 
than we have ever thought would be 
needed for our schools. And the money 
must be contributed by all levels of 
government—local, state, and Federal— 
as well as from private sources. Unless 
we accept this fact and are willing to act 
on it, progress in nursing education will 
be stalemated. 

Our country cannot afford to fall be- 
hind in nursing education. We have 
expanding financial resources, increas- 
ing population, and such social changes 
as longer life expectancy and rising 
standards of medical care and health 
care at all levels of the population. To 
a certain extent, nursing education has 
been responsible for some of our social 
progress. It is indeed sad that our so- 
ciety does not devote enough of its 
expanding resources to ensure that our 
schools of nursing will prepare the num- 
ber of competent nurses needed to con- 
tinue this social progress. It is sad, too, 
that we now permit shortages of trained 
personnel to slow health advances and 


weaken our national security. 
Society's Role 


Today society should pay more of 
the cost of nursing education, for this 
country can afford any kind of nursing 
education it wants. But we have not yet 
determined the cost of nursing educa- 
tion, and we have not persuaded the 
people that nursing education is im- 
portant. Until we do, it will not be 
financed as it should 

The problem of catching up with 
the needs of schools of nursing is illus- 
trated also in the shortage of facilities 
for the increasing crops of young people 
ready for post-secondary school train- 
ing in nursing. 

According to the Nurse Resources 
Study Group of the State Education 
Department, in 1960 there will be a 
shortage of classroom facilities for 716 
students in New York State alone, by 
1965 there will be no accommodations 
for 2,047 students.’ 

The two-year community or junior 
college offers one possibility for expan- 
sion, and these institutions are being 
encouraged to offer quality two-year as- 
sociate degree professional nursing pro- 
grams. 

The hospital schools are doing a val- 
iant job of educating a large percentage 
of the nurses. Some feel that if they 
were given greater financial support 
they would be willing to shorten and 
strengthen their three-year programs, so 
that eventually they could take more 
students. 

Other degree-granting colleges and 
universities with four-year programs 
could also expand, given greater finan- 
cial resources. Since the upstate and 
downstate medical centers of the State 


“The Nurse Resources Study Group Needs 
and Facilities in Professional Nursing Edu- 
cation in New York State,” The University 
of the State of New York, The State Edu- 
cation Department (Albany, N.Y., 1958), 
p. 42. 
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University of New York offer no nursing 
programs today, should they consider 
their roles in educating nurses? 

[ am certain that given financial sup- 
port and encouragement by the state, 
community, and parent institution, exist- 
ing schools and new schools could as- 
sume their proper roles, not only in 
educating nurses but also in training 
nurse-educators. 

The education of nurses is handi- 
capped not only by a shortage of funds 


and facilities but also by a shortage of . 


faculty. The growing concern that has 
spurred action for developing better 
schools of nursing has recently slightly 
reduced this shortage. We now have 
more teachers with higher qualifications 
than ever before, and more nurses are 
taking courses in teacher-training and 
in educational administration. But we 
need more able teachers—especially col- 
lege teachers—than ever before, and the 
need will continue to grow in the years 
ahead. 

At present, staffing their facilities is 
of more concern to educational adminis- 
trators than getting the money they 
need or increasing the plant to provide 
for the present expanded student enroll- 
ment. Good teachers of nursing are al- 
ways in demand and it is expected that 
they will become one of the scarcest 
commodities in the country. 

The two-year community colleges 
need teachers who are prepared to 
teach in junior colleges. But the faculty 
problem is looming even larger in four- 
vear colleges having nursing education 
departments. The mark of the desired 
teaching abilities needed for college 
teaching has traditionally been the 
Ph.D. degree. Although deans and pres- 
idents of colleges often say that a doc- 
torate doesn’t make an able teacher, 
when it comes down to establishing 
criteria for the acceptance or promotion 
of a faculty member, discussion of the 
problem has made it plain that those 
holding Ph.D.’s are preferred because 
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that degree is a mark identifying the 
disciplined work and scholarship they 
seek in a college teacher. 

The outstanding collegiate nursing 
school today is more than the student- 
faculty partnership leading to the award 
of a degree to the successful student. It 
is more than the educational unit in the 
college that educates students to be- 
come nurses and responsible citizen- 


leaders. As an integral part of a college 


or university, the school of nursing car- 
ries the clearly understood responsibility 
of carefully conducting experiments in 
nursing, the results of which are shared 
with many other nursing schools in this 
and other countries. As a_ collegiate 
nursing school which is part of a medi- 
cal center, it also furnishes a large 
amount of nursing service, since teach- 
ers and students care for patients in the 
process of education. 

These functions of teaching and giv- 
ing nursing care are augmented by 
another function—that of research. Con- 
centration on the nursing needs of pa- 
tients is making it obvious to faculties 
in collegiate departments of nursing 
that there are vast potentialities in nurs- 
ing which have not yet been discovered. 
This has led to increased interest in con- 
ducting research in nursing. 

Research requires prepared investiga- 
tors, time, and funds. The prepared 
investigator needs a lighter teaching 
load so that she will have time to 
explore critically the literature in a lim- 
ited field, practice experimental nurs- 
ing, bring an investigation to a con- 
clusion, and write a report. The funds 
for such research are available from 
governmental and private sources. 

Today there are too few colleges and 
universities with schools of nursing that 
accept their just threefold responsibility 
of teaching, research, and nursing care. 
Important benefits will flow to patients 
during the years to come if only we can 


prov ide students with teachers who can 
teach and at the same time engage in 


fundamental research and_ studies in 
nursing. 

We must catch up by attracting more 
able students into nursing. We should 
realize that there are educational de- 
ficiencies which limit careers in nursing. 

Every year, thousands of America’s 
brightest youngsters end their formal 
education at the high-school commence- 
ment exercise. Potential nurses who 
could develop into leaders in the nurs- 
ing field are lost because they lack the 
necessary drive or money, or even the 
awareness of their own potentialities 
and the career opportunities in nursing. 
This waste of intellectual resources is a 
loss to the nation. But perhaps even 
more important is the loss to the per- 
sons concerned. They could and prob- 
ably should continue to develop their 
talents. But they don’t. 

The problem of catching up with the 
needs of schools of nursing is further 
illustrated by the shortage of essential 
learning experiences for students and 
the ability of the schools to teach when 
it is needed. A few instances illustrating 
shortage of essential learning experi- 
ences for students and the ability of the 
schools to teach when it is needed fol- 
low. 

For example, the nursing student 
should have a knowledge of the natural, 
biological, and social sciences if she is 
to be equipped to promote health and 
to comprehend disease; training in basic 
fundamental principles is essential be- 
fore the student can interpret clinical 
applications of biochemistry and_biol- 
ogy. So many preclinical courses offer 
such extensive orientation toward clin- 
ical applications to disease that we run 
the danger of increasing vocationalism 
in nursing education. We have a few 
clinical instructors of nursing who are 
well prepared to interpret clinical ap- 
plications to biology and biochemistry. 
And those instructors depend on the 
basic science teacher to give a student 


(continued on page 32) 
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Orientation, ingenuity, and practice aid the public health 
nurse to meet the unique nursing problems in our 49th State. 


Nursing 


from 


ANGOON 


to 


KAKE 


by GERTRUDE SIPPLE, R.N., B.S. 


Regional Nursing Administrator for Southeastern Alaska, 


Alaska Department of Health, Juneau, Alaska 


“—— ATEVER have I gotten myself 
into now?” I asked myself as 
I walked with my 
along the board walk of Angoon, an 
Indian fishing village in Southeastern 
Alaska 
the health center and apartment which 
were to be my part-time home for the 
next three years while I was serving 
in the Angoon-Kake itinerant nursing 
service. I could have believed at 
that time that three years later when 
transferred to work “at the top of the 
world” in Barrow, I would regret leav- 
ing Angoon and the people whom I 
had come to regard as my friends. 
Earlier, on arrival in Juneau, 
| had been met by the assistant director 
supervising nurse, 


nursing supervisol 


She was accompanying me to 


not 


my 


of nurses and my 
who told me that I would spend a week 
in Juneau for orientation. It would be 
1 time for meeting the people in the 
central office of the Health Department 
and for trying to absorb as much as 
possible about general programs of the 
Alaska Department of Health, partic- 
related to the work of a 
public health nurse. I also learned of 
my assignment as itinerant public health 
nurse to Angoon and Kake, the plan 
that I would spend alternate 
months in each locality. I discovered 
that both were small, with 
populations of around 400 each, that 
they were fishing villages with little 
cash income from any other source, and 
that each had a school which offered 
instruction through the eighth grade. 
Neither village had any medical care 
When a_ resident 
medical care he had to take al boat ol 


ularly as it 


being 


villages 


available. needed 
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JUNEAU 


CAPITAL OF ALASKA 
WELCOME 


Author Gertrude Sipple, a public health 
nurse, rests in Juneau while waiting for 
the plane to take her south to Angoon. 





plane to town—either to Juneau or 
Petersburg. Sometimes weather made 
such a trip impossible. Therefore, I 
was told, it was expected that the 
public health nurse would give emer- 
gency nursing care, and part of the 
orientation time was spent in learning 
something of the type of care I was 
expected to give. 

The Alaska Department of Health 
furnishes each nurse with a copy of its 
medical standing orders which in gen- 
eral cover most situations, although 
I was to learn later that my ingenuity 
would be taxed at times. During this 
orientation period, too, there was time 
for practicing some of the special tech- 
niques which are not often expected 
of public health nurses in areas with 
care These tech- 
niques included blood for 
serology, testing for hemoglobin con- 
tent in blood, and testing urine speci- 
albumen. There 
was also discussion on delivering a 
baby. Unfortunately, for the P.H.N.’s 


peace of mind, it is not possible to 


medical available. 


drawing 


mens for sugar and 


practice this procedure. 

There was also time for last minute 
shopping for clothing which experi- 
enced Alaskans felt would be needed. 
And there was time to see slides of 
the two villages which were to be my 
home—even time for sight-seeing. I 
found the weather in that part of 
Alaska more apt than not to be wet 
and stormy at the time of the year 
I arrived, and later I had ample use 
for warm clothing. During my orienta- 
tion they told me that weather in 
Southeast Alaska is not very cold but 


often feels cold because of the damp- 
ness. One learns, they said, to take the 
weather in stride and live with it. When 
there are beautiful days they are so 
beautiful that it is easy to forget about 
the bad ones. 

Although I had already been in 
Alaska for 11 days, I still wasn’t quite 
prepared for my first view of the village 
where I was to work. The flight from 
Juneau in a small amphibious plane 
had taken about 40 minutes and the 
view from the plane was wonderful. 
These planes do not fly very high, 
making it possible to see many things 
that aren’t seen from the large, higher- 
flying planes. We landed about a mile 
from Angoon in an inlet and were met 
at the float by the local agent of the 
airline, his wife, and the principal of 
the school. After a cup of coffee at the 
agent’s home, an act of hospitality 
which was repeated on my many later 
arrivals, we were escorted to my future 
apartment. 


First Impressions 


The road wound along the inlet 
through the trees until it came to the 
village. There it became a board walk, 
in poor repair, and one soon learned 
to watch his step, particularly in icy 
weather. Houses were built on either 
side of the board walk and in some places 
the houses were built on high pilings, 
permitting the water to rise up under- 
neath the houses at high tide. Most of 
the houses needed paint, probably one 
of the reasons for my first impressions. 
Later I was to learn that paint was one 
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of the common needs in fishing villages 
and that many of the houses are actually 
quite comfortable inside. Bathrooms 
were very scarce in the town; some 
houses had cold running water, while 
many had no running water at all. But 
almost all the time there were willing 
hands to pour water over a basin and 
help in other ways, so giving nursing 
care in such surroundings proved not to 
be the insurmountable problem _ it 
seemed at first. 

The nurse’s apartment, the made-over 
upstairs of the house where the school 
principal and his family lived, proved 
to be fairly comfortable. After learning 
the quirks of the kerosene cook-stove, 
I learned even to bake bread in it. The 
oil stove used for heating worked well 
after I learned to pour the oil first 
through a felt strainer to take out the 
water; somehow the water simply would 
not burn! 

The biggest asset of the apartment 
was the breath-taking view from the 
living room window of the waters of 
Chatham Straits and the snow-covered 
mountains of Chichagof and Baranof 
Islands. Oh yes, I had running water, 
too, except when the pipes from the 
town water tank were frozen or when 
there wasn’t any water in the tank 
because of a dry period. The bathroom 
was often the warmest room of the 
house because it seemed to get heat 
from the apartment downstairs. I found 
kerosene lamps to be quite cozy be- 
cause although electricity was provided 
from the school light plant, the plant 
was used only for school activities. 

Two small but usable rooms in the 
school building comprised the health 
center. Again, from these rooms, one 
could see that beautiful view! There 
was a kerosene stove on which to boil 
equipment and, much to my amaze- 
ment, a small electric autoclave. Un- 
fortunately, the autoclave drew a large 
amount of current, so much that it 
could never be used when lights were 
needed in the school rooms. In fact, 
use of the autoclave was a problem 
until it was found that autoclaves could 
also be used to can deer meat or steam 
pudding. After this discovery, and by 
wise choice of sterilizing times, adjust- 
ments could always be made in other 
people’s plans, and the autoclave could 
be used as needed. 

The Angoon-Kake nursing service 
had been without a nurse for about six 
months when I arrived and, although 
others had used the health center as 
a sort of first-aid supply room, no one 
had felt it was his responsibility to 
keep it in order. Therefore, cleaning 
and arranging equipment was the first 
item of business. The supervising nurse 
was most helpful in this, insisting that 
it was one of the tasks of nursing super- 
visors in Alaska, otherwise the new 
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nurse might be overwhelmed with the 
confusion of not knowing where things 
were when she needed them. 

It seems that a nurse no sooner gets 
to a village in Alaska than people want 
to see her about some acute illness o1 
injury. Like people everywhere, vil- 
lagers are most interested in care when 
they are sick. The preventive aspect 
of the nurse’s work in the small villages 
is always somewhat of a problem, time- 
consuming, often seeming to be never- 
ending. 

Eventually, however, the nurse learns 
that she can do much of her preventive 
teaching through the care of acute con- 
ditions, and that, of course, helps to 
bring satisfaction with the work. She 
also learns to do the best she can as a 
nurse and to realize that she, as one 
individual, cannot control everything. 

The work of an itinerant nurse is not 
easy but it has many compensations and 
pleasures. While one tries to keep defi- 
nite hours of work this is not always 
possible. Yet this has advantages. On a 
particularly nice day when work is not 
pressing, there may be an opportunity 
to go for a boat ride, a picnic, or simply 
for a walk on the beach. Some of these 
“spur-of-the-moment” activities are often 
the most enjoy able. 

Then there are the times one gets a 
boat ride en route to see a sick child. 
On one of these trips the water was so 
rough I felt the next day as though I 
had been horse-back riding—but it had 
been a beautiful trip. When the Angoon 
people moved to their salmon cannery 
during the summer months I moved with 
them. I always managed to get moved 
on one of the fishing boats, and each 
time I was sure some of the supplies 
would be lost in the ocean when loaded 
on or off the boat. But somehow they 
never were! 

A treat while at the cannery was a 
trip on the boat known as the tender, 
which was the boat used to collect fish 
from the traps, a process known as 
brailing. And, of course, while on the 
subject of fish, there’s the landing of 
that first salmon! 

Other than care for acute illness or 
injury, the public health nursing pro- 
gram in Alaska is similar to a general- 
ized program elsewhere, with some ex- 
ceptions: The nurse must carry out some 
procedures often handled elsewhere by 
a doctor—checking the pregnant women, 
checking the babies in well-child con- 
ferences, and doing immunizations. I 
found immunizations to be a most popu- 
lar program with all but the small chil- 
dren! Most Alaskan natives have been 
well educated to the value of immuniza- 
tions. One problem, however, seems to 
be to get the mothers to remember to 
bring the little ones back to complete 
the immunization series. 

Then there’s the work with commu- 


nity groups, the Health Council prob- 
ably being the main one with which the 
nurse is directly concerned. Organiza- 
tion and functions vary, depending 
upon the village organization. In both 
Angoon and Kake, the Health Councils 
usually take charge of raising most of 
the funds for purchasing supplies and 
paying part of the costs of the nurse’s 
transportation from one village to 
another. They also assist with special 
projects such as X-ray surveys and pro- 
mote special health education projects. 
Interest varies somewhat, depending 
upon the leaders. 

Another special function of the pub- 
lic health nurse in a service such as the 
one in Angoon-Kake is to assist when a 
doctor visits the village for school ex- 
aminations or to conduct special clinics. 
The nurse is expected to make the ar- 
rangements, schedules, and plan the 


An Alaska Coastal Airlines pilot, Stuart 
Adams, helps Miss Sipple onto the plane. 


work. Usually the doctor is willing to 
see as many patients as time permits. 
One learns to adjust plans on short 
notice, to assist the doctor in working 
in quarters and with equipment some- 
thing less than ideal. With a certain 
amount of ingenuity on the part of both 
doctor and nurse it is often surprising 
what is accomplished. 


“Good-bye” 


Sometimes quickly and sometimes 
slowly, time moved on and it came time 
to say “Good-bye” to Kake and Angoon. 
During my stay in those villages there 
were times when my first impressions 
returned and I wondered again why | 
had ever come to work here in Southeast 
Alaska. However, in looking back over 
the three vears, I realize I have much of 
value to cherish and remember always: 
I have friends there I'll 


never forget 
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Figure | 


N teaching the course on Fundamen- 

tals of Nursing, I have found that 
poster-making can be an educational, in- 
teresting, and worth-while term project 
for students. They find it relaxing, fun 
to do, and do not look upon it as ad- 
ditional hard work. It gives them an op- 
portunity to express themselves while 
learning, and many of their character- 
istics are reflected through such a 
project 

For the past few years my students 
have benefited from this project, which 
has served as one of their learning ex- 
periences. During one of the first classes, 
when the plan of the course is discussed, 
the poster-project assignment is made; 
each student is asked to make a poster 
demonstrating something that she learns 
in the course. It is suggested that original 
ideas be used for the posters which are 
to be « omple ted by the end of the course 
After the their titles 
and have made plans for developing 
their ideas, they go to their instructor 
for approval and guidance 
all areas of the course are represented 
and to keep duplication at a minimum, 
the instructor keeps a record of her stu- 


students choose 


To be sure 


dents’ plans. 


Ideas Represented 


In my past classes, the ideas repre- 
sented were many, varied, interesting, 
and informative. Each unit of the course 
was emphasized in several ways, and 
there was additional pertinent informa- 
tion represented on several of the post- 
ers. Here I should like to summarize the 
content of these posters. 

The requirements of the Fundamen- 
tals of Nursing course, including cre- 
ativeness, adaptability, reasoning, en- 
deavor, neat and legible notes, putting 
theory into practice, and adequate study 
using helpful books, were expressed in 


one poster. 
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This type of term project can be fun—and informative—for both 
instructor and student in the Fundamentals of Nursing course. 


D oster 


b roject 


by LOUISE WIEDMER, R.N., M.S. 
Assistant Professor of Nursing, Medical College 
of Virginia, School of Nursing, Richmond, Va. 


In others, good grooming, correct uni- 
form, and desirable characteristics of 
the nurse were demonstrated in a va- 
riety of ways. With these ideas in mind, 
personal hygiene points such as bathing, 
shaving armpits and legs, using a de- 
odorant, etc., were stressed as grooming 
“musts” for the nurse. The comparison 
of correct and incorrect uniform was 
made, and a picture of a patient describ- 
ing the characteristics of the nurse of 
his choice was quite effective. 

Many improvisations, knowledge of 
which is essential in order to give basic 
nursing care, were actually made on a 
small scale. They were organized and ar- 
ranged in an attractive way on several 
posters. Some of the articles depicted 
were bedpan, bedroom slippers, bed 
protector, bed cradle, toothbrush, robe, 
back rest, and over-bed table. 

Several students took much interest 
in showing how to care for the patient's 
hair. One poster had gray and brown 
yarn arranged in suitable hair styles for 
the female patient. These hair arrange- 
ments were on models that had been 
drawn on the posters. This student was 
quite clever in demonstrating how to 
hold the hair while combing it. A hand, 
made from paper, held the comb which 
was in the hair made from yarn. 

Spiritual needs of the Protestant, 
Catholic, and Jewish patients that 
should be anticipated by the nurse were 
demonstrated in some of the posters. 
Basic requirements depicted were the 
Bible opened at the 23rd Psalm; calling 
the clergyman, priest, or rabbi; prepara- 
tion for his visit; and an appreciation of 
the dietary factors, as well as those fac- 
tors involved in baptism, communion, 
and other sacraments. 

The role that desirable morning and 
evening care play in making the patient 
comfortable, both mentally and physi- 
cally, was emphasized from the aspect of 
the objectives of such care. Require- 


ments for obtaining best results with 
patient care were also illustrated. 

Many nursing procedures were illus- 
trated by showing the right and wrong 
ways of performing them. One interest- 
ing poster consisted of a group of snap- 
shots of procedures being done by stu- 
dents. Many of the common errors 
which one may see every day in the 
hospital were included. The poster was 
entitled “What's Wrong With My Pro- 
cedure?” Under each picture was a list 
of the errors, covered with a paper flap. 
Every student enjoyed doing a self- 
evaluation, since there was no grade in- 
volved. 

Another poster using snapshots em- 
phasized how the nurse could aid in pre- 
venting accidents in the hospital. Some 
of these pictures showed opening a ster- 
ilizer; keeping extra equipment, such as 
mops, in proper places; keeping sheets 
from hanging and becoming entangled 
in wheels of stretchers; and covering the 
hot water bottle. 

The use of innumerable comfort ap- 
pliances necessary for basic nursing care 
were quite adequately presented. An- 
other poster was titled “Can You Judge 
Distance Correctly?” It showed the 
many instances where the nurse has to 
be capable of judging distances accu- 
rately and quickly. Such is the case in 
determining the width of gauze and 
adhesive, the angle of the bed, the area 
involved in reaching for articles, insert- 
ing the thermometer, diameter of an 
ulcer, and placement of a rubber sheet 
on the bed. 

What students should teach patients 
regarding basic nursing care was dem- 
onstrated in many valuable ways. How 
to improvise, factors necessary for rest, 
methods of promoting good elimination, 
and what the patient should learn when 
he is admitted to the unit were illus- 
trated. 

Privacy, security, and esthetic factors, 
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are sometimes overlooked in 

were with much im- 
portance placed on the comfort and 
prognosis of the patient. 

The relation of the physical and so- 
cial sciences with the nursing care of 
the patient was not forgotten in the 
project; it was emphasized as being a 
necessary part of the curriculum for stu- 
dent nurses 

One student, in her poster, showed 
how knowledge gained in Fundamentals 
of Nursing is used when giving nursing 
care to patients in all clinical areas. 
Feeding a child in the pediatric ward, 
recording in obstetrics, checking blood 
pressure of surgical patients, filling hot 
water bottles for medical patients, and 
using bed rails for psychiatric patients 
were all shown. 


which 


nursing, stressed 


Evaluation 


At the end of the term the posters 
were displayed in a classroom for sev- 
eral days for both faculty and students 
to review. The posters were judged ac- 
cording to the following criteria: (1) 
accuracy of information and clearness 
of presentation, (2) attractiveness and 
color appeal, (3) neatness, (4) origin- 
ality, and (5) legibility, appropriateness, 


ec 


and attractiveness of lettering, when 
used. 

The first yeat of the project 
without any lettering (Figure 1) caught 
the attention of everyone. The upper 
half depicted an uncomfortable patient 
in an untidy room. It seemed to imply 
that a careless, uninterested nurse had 
attended him. As the student nurse en- 
tered the door she, as well as the pa- 
tient, had the corners of the mouth 


turned down, as if unhappy over the sit- 


poster 


uation. In the lower half of the picture 


the many errors were corrected. When 
the sophomore student at the Medical 
College of Virginia School of Nursing 
pictured on the poster left the room after 
correcting all these mistakes, the pa- 
tient’s expression was completely 
changed to one of happiness and con- 
tentment. This poster without any let- 
tering was judged by both faculty and 
students as being the best of the many 
exhibited that year. 

The next year the posters were dis- 
played in the same manner, and the 
poster chosen by the students was the 
same as that selected by the faculty. 
The picture (Figure 2), drawn by Mrs. 
Shirley Wampler, _ stressed _ how, 
through the use of good judgment in 
questions and 


answering 


g conversing 


Figure 2 


with the patient, the nurse could in- 
struct the patient. Five main ideas were 
demonstrated: (1) Be a constant good 
example, (2) put the patient's family at 
ease, (3) don’t be too eager to explain 
the patient’s condition, (4) eagerly 
teach an interested learner, (5) make 
the patient feel needed. In the last 
block, a score of the nurse’s relationship 
with the patient’s family was given. As 
one can see, a good relationship was ob- 
tained because both nurse and family 
had a feeling of accomplishment. 


Use of Posters 


lime was taken in class to discuss 
the good points and the errors of each 
poster. Appropriate posters made by 
students in previous years are still use d 
on the bulletin board for teaching pur- 
poses, as contributions to other students’ 
learning Fundamentals of Nursing. And 
students look forward to seeing the bul- 
letin board displays. 

For the instructor, as well as the stu- 
dents, the poster-making project has 
been an invaluable learning experience. 
It has been worth while in revealing to 
the instructor more about her students’ 
workmanship, imaginative abilities, 
alertness, and organization of ideas. 
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Which patients should have special duty 
nurses? What are some of the problems 
confronting these nurses and hospital 
administrators? A former hospital 
administrator describes 


The Special Duty Dilemma 


by THOMAS P. WEIL 
Associate Consultant, John G. Steinle 
and Associates, Garden City, N.Y. 


66 WE could solve the special duty 

nursing dilemma, we would be 
able to lick the nursing shortage,” the 
director of nurses at a well-known East- 
ern hospital said a few months ago. 
But why is special duty nursing such a 
problem? 

What about those patients you hear 
of every day who want the luxury of 
special duty nursing, but really don’t 
need the nurses? Remember how the 
patient’s family insisted that Mr. Mc- 
Guire have a special nurse, although 
medically such care was not indicated? 
Should specials be assigned to such 
patients? 

Last winter when sitting in the office 
of a hospital director in the Midwest, 
I overheard a converstaion on the 
phone that proceeded something like 
this: “What kind of hospital is this 
that can’t provide 24 hours of special 
duty nursing?” asked a middle-aged 
woman in a rather articulate tone. 

The administrator replied, “Did you 
recently have an operation?” 

“Yes,” answered the lady in a dig- 
nified way. “I had a very painful 
hemorrhoidectomy eight days ago. It 
is not that I need the extra nursing 
care. The problem is that the women 
at the club will think that their presi- 
dent cannot afford a special.” 

“We'll see if we can assign a special 
duty nurse to your case,” the hospital’s 
director answered. “I'll have my secre- 
tary call the director of nurses.” 

Actually the administrator was evad- 
ing the central issue in the case. He 
knew from the conversation that there 
was no medical reason for the patient 
to have a special nurse. There were 
dozens of more seriously ill patients in 
the house who had no private nurses. 
Rather than explaining to the patient 
the problems of obtaining an adequate 
number of special duty nurses, the ad- 
ministrator took the more expedient 
way out. 

Not long ago I heard a nursing 
supervisor of a private pavilion in Cali- 
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fornia express concern that the young 
graduate was not interested in special 
duty nursing. She stated, “On the one 
hand, the recent graduate is anxious to 
stay at the bedside and wants to get 
away from anything administrative, yet, 
on the other hand, one rarely finds a 
20- or 30-year-old special duty nurse.” 

“Almost all of our younger top-notch 
nurses are staff, assistant head, or head 
nurses,” she continued. “A few have 
even joined the ranks of assistant super- 
visors, taking them further away from 
the bedside. What's going to happen 
in the future?” 

One Rhode Island R.N. who had 
been specialing for more than four 
decades remembered that 25 years ago 
student nurses were told that special- 
ing would be nonexistent in less than 
a decade. With the rapid advances of 
medicine and the recovery room this 
prediction again is repeated. Yet, in 
spite of these predictions and changes 
in medical care, the tide for special 
duty nursing is still going strong 
throughout the country. 

Of the 430,000 individuals activel; 
engaged in professional nursing in the 
United States, some 74,000 are still 
listed as private or special duty nurses. 
With these startling statistics, one 
wonders whether specialing is really 
on the way out. 

“Let's face it. Specialing is the low- 
est form of professional nursing and 
most of you are second-class citizens,” 
said a 1954 graduate working as a 
staff nurse to a 53-year-old special with 
years and years of experience with 
neurological and neuro-surgical cases. 
“The care you give can be done by a 
practical. Your patients do not need a 
$17-a-shift guard.” 

“I work as a special only for the 
top two or three neurologists and 
neuro-surgeons on the staff,” answered 
the veteran neuro special. “They book 
me in advance, if possible, for their 
craniotomy and brain tumor patients, 
and I work only for them. I have be- 


come a specialist in this field and do 
not have to take every case that comes 
along. One time a urologic patient, the 
next time a gynecologic case, and may- 
be two weeks later a postgastrectomy 
patient—that’s not for me. The physi- 
cians I work for know the quality of 
care I give. A practical could never do 
the job, she doesn’t know enough. Also, 
she hasn’t had the experience.” 

The special added, “The patient is 
comforted by the fact that I have cared 
for dozens and dozens of cases like 
hers. In fact, some patients have com- 
mented that they have more confidence 
in me than in the house-staff physician. 
What are you complaining about any- 
way? We specials take care of the sick- 
est patients and allow you to give more 
time to those on floor care.” 

“That’s not true,” answered the assist- 
ant supervisor who was listening to the 
conversation. “The sickest patients do 
not necessarily obtain a special. I am 
in full accord with the principle that 
private duty nurses should be assigned 
on the basis of the degree of the pa- 
tient’s illness. Also, that the special 
should be reassigned when the patient 
medically no longer needs her. The 
front office is at fault. They want all the 
V.LP.’s in the house covered first, 
whether they need special nursing or 
not. Then there are those patients 
whose families shout the loudest. We 
assign nurses to them so that we can 
avoid continually being pestered by 
them. An even larger group of ill-used 
specials are assigned to those patients 
who can easily afford the luxury, but 
medically really do not need nurses.” 

A young hospital administrator and 
a well-known and respected nursing 
director of a large teaching hospital 
in New York City will soon have an ar- 
ticle published in a hospital administra- 
tion journal on the nursing shortage. 
Their major point with respect to spe- 
cials is that hospital administrators, 
nursing directors, and physicians 
throughout the country must co-ordi- 
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nate their efforts and allot private duty 
nurses on the relative merit of the 
patient's need. 

The patient’s financial position, social 
status, or pressure placed on the hospi- 
tal by the family, the attending physi- 
cian, or even a member of the board 
of trustees should not be considered. 
Only medical need should matter. 

They state that the hospital's admin- 
istrative and nursing staffs and the 
medical board must agree on regula- 
tions governing the assignment of spe- 
cial duty nurses. Doctors must orient 
their apprehensive patients to the fact 
that these critically needed individuals 
must be reassigned when medically the 
patients no longer need them. 

An administrator of a 250-bed com- 
munity hospital once related to me the 
story of a physician who would scream, 
rant, and rave if his patient did not 
have a special duty nurse when one 
was requested. He even went further 
at one point and requested that if one 
was not available, a nurse should be 
taken away from a patient that no 
longer needed her services. 

Several weeks later the nursing super- 
visor reassigned a nurse covering the 
same physician’s 3-day postoperative 
appendectomy patient to another doc- 
tor’s fresh cardiac case. He threatened 
the nursing supervisor that he would 
report the incident to the director. 

The physician later admitted to the 
administrator, “I knew that my patient 
would receive proper care, but I was 
concerned with the repercussions from 
the family. How can I charge my nor- 
mal fee? What kind of standing will 
I have in the eyes of my patients in 
this hospital if you take a special duty 
nurse away?” The physician was very 
willing to have a special reassigned to 
his patient, but not taken away. 

“If hospitals had more efficient phys- 
ical plants, we would not have a short- 
age of nurses,” was stated not long 
ago by a consulting hospital architect. 
“Many times a special could handle 
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two or more patients if they were in 
the same room. Every hospital should 
have progressive care—recovery room, 
maximum, intermediate, and minimum 
care units,” the architect continued. 
“Such facilities would put most of the 
special duty nurses out of business.” 

He went on to say, “The senior spe- 
cial nurse would not be able to keep 
up with the pace in the recovery room. 
The services of a specialized special 
would still be needed on the maximum 
care unit. By the time the patient is 
transferred to the intermediate or mini- 
mum care facility, floor nursing care 
for most patients would be sufficient.” 

A New York R.N. commented, “Some 
of us would like to special two cases, 
either in the same or adjoining rooms. 
Then we would be able to be paid for 
two patients or at least receive $6-$8 
more per shift for caring for the addi- 
tional patient.” 

A young staff nurse standing near by 
replied, “If a special receives $24 or 
more a shift for handling two cases, 
I'll resign from staff and special too. I 
could even pick my shift and days off.” 

“Remember, a staff nurse has many 
employee benefits,” said the special. 
“You have a month’s paid vacation, 14 
days of sick leave, Blue Cross, and 
free laundering of uniforms. In some 
hospitals, staff nurses are even eligible 
for low-rent apartments. The special is 
a private contractor.” 

“There are too few special duty 
nurses who are willing to handle more 
than one case,” commented a super- 
visor of a semiprivate pavilion in Texas. 
“We continually have vacancies in our 
special duty nursing team units. A few 
extra dollars a shift is not enough in- 
ducement for the average special to 
handle the extra work.” 

“One of the great problems is that 
too many specials do not want or are 
not competent to care for the very 
sick patient. A few would rather act as 
companions than as __ professional 
nurses,” mentioned a director of a reg- 


istry. “They like the lighter cases.” 

On the other the one graduate 
stated, “I didn’t go to nursing school 
for three years to become a baby sitter. 
My blood pressure goes up every time 
I hear a nurse ask the supervisor what 
type of case it is before signing in on 
a case. I take every case that comes 
along.” 


Refresher Course 


Some nurses who graduated decades 
ago are not qualified to handle tough 
cases and need refresher courses. Many 
haven't kept up with current develop- 
ments and changes in nursing by read- 
ing the professional journals. 

A refresher program was instituted 
in Memphis by the Private Duty Nurses 
Section of the Tennessee State Nurses 
Association. In fact, in-service training 
on all levels of nursing is important 
because of the rapid changes in medi- 
cine. Such educational programs to date 
have not been carried out in most hos- 
pitals in the United States. 

Another special expressed as her 
major concern the problem of some 
nurses practicing private duty without 
joining the official registry. “Those who 
are not members of a reputable regis- 
try,” she said, “do not necessarily give 
the quality of care that the registry 
maintains. Higher fees for the registry 
resulting from decreased membership 
is not a factor.” 

Another special standing near by 
remarked, “We feel that there is not 
enough differentiation between the 
R.N. and the P.N. The practicals even 
wear black bands on their caps. The 
public cannot tell the difference be- 
tween the one- and three-year nurses. 
The nursing directors and hospital ad- 
ministrators have pushed the practical 
business too far. A P.N. belongs in the 
home or in the hospital assisting the 
R.N. on the floor, not specialing a 
tough case.” 

Defining the problems of special 
duty nursing is not difficult. There are 
the problems of (1) the patient who 
does not medically need the special, 
yet demands her; (2) the doctor who 
wants the limited available supply as- 
signed to his cases; (3) the special 
nurse who is concerned with status 
within the profession; (4) the staff 
nurse who considers the special a sec- 
ond-class citizen; (5) the hospital ar- 
chitect who thinks that changes in con- 
struction will solve the nursing di- 
lemma; and (6) the public which does 
not understand why there is a shortage 
of nursing personnel. 

The administrator of a hospital has 
quite a task to balance and reconcile 
all these relationships. This task re- 
quires such diplomacy that one won- 
ders how long this situation can persist. 
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INTERVIEW with Katherine R. Nelson, R.N., M.A., Instructor 
In Cancer Nursing, Teachers College, Columbia University 


WHAT IS 
RADIATION MEDICINE? 


In this second interview Miss Nelson discusses with Associate Editor Julie E. 
Miale, R.N., how the use of radioactive isotopes in medicine affects nursing. 


Q. Miss Nelson, radiation medicine has progressed rapid- 
ly over the past few years and now X-rays and radioactive 
isotopes are used widely in the diagnosis and treatment of 
disease. Nearly every hospital now treats patients with radio- 
active isotopes in diseases where they have proved helpful. 
This means nursing care must be developed to keep pace 
with medical progress; nurses should have new knowledge 
and understanding of radiation medicine. Do you believe the 
average nurse is adequately prepared in this area? 

A. A professional nurse is qualified to nurse any ill person 
back to health. However, I am not sure the average nurse is 
as she should be. 
average 


as well informed in radiation medicine 
might go further and say that in my opinion the 
nurse is poorly informed. I am concerned about the lack of 
attention given to the many problems associated with the nurs- 
ing care of patients undergoing radiation therapy. Of course, 
many nurses are taking steps to acquire new knowledge, and 
they should make it their job to learn as much as possible 
about this vital subject 

Radiation therapy had its beginning 64 vears ago in 1895, 
when Roentgen discovered X-ray. Three vears later Marie 
and Pierre Curie isolated radium. I think that most nurses 
know, for instance, that an X-ray is an electromagnetic wave- 
length, and I think they understand generally how a stream 
of electrons is forced through the end of a heated filament 
to hit a target, at which time they are changed into X-rays. 
I believe that most nurses know that X-rays are the same as 
gamma rays, which are I think most 
nurses have been taught to have great respect for the X-ray. 
However, few nurses have even the very basic information 
about the all-important subject of radioactivity, the radia- 
tions given off by radioactive isotopes, and the relations of 
these radiations to nursing. Most nurses, unless they have 
availed themselves of the volumes of current literature on 


high-velocity rays. 


the subject, are either fearful or careless about this area of 
nursing. 

Q. You have had a great deal of experience in this area, 
and I know you can help to clear up some of the frequently 
asked questions about radiation medicine. First, what is 
meant by nuclear, or radiation, medicine? 

A. Radiation medicine 


most frequently cancer, by means of 


also known as radiotherapy, is the 
treatment of disease, 
X-ray and radioactive substances 

Q. How does the nurse know how much time she can 
safely spend with a patient who is being treated with a radio- 


active isotope? 
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A. One of the first things for the nurse to do is to check 
the patient’s chart to find out what isotope is being used and 
the date the patient received it. Then from her knowledge 
of the half-life—otherwise known as the decay rate—of the 
isotope, she can roughly estimate how long it is safe for her 
to be with the patient. 

Sometimes the doctor may indicate the length of time one 
person can be with the patient and what precautions are to 
be taken. However, no nurse should ever take for granted 
instructions given her unless she is reasonablv sure these 
instructions are reliable. Nurses should know what they are 
dealing with. They should know what kind of isotope the 
patient is receiving and the general principles governing 
nursing required by this particular substance. Then and only 
then can the nurse be assured of personal safety. 

Q. In other words, you don’t think it a good idea for the 
nurse to ask the doctor about the safety rules to be followed? 

A. There is no reason for her to ask. This is something she 
should know. I don’t mean to imply anvthing derogatory 
about the want il profession, but I do mean to say that 
nurses should know the general principles governing nursing 
care of patients receiving radiation therapy, or they should 
not be taking care of them. 

Q. Since radiation therapy is now being widely used in all 
hospitals isn’t it rather improbable for nurses today not to 
oe experiences with radiation therapy? 

That is exactly the point. Nurses have the r responsibility 
of ie eping up to date in this area. They need not be physi- 
cists or experts but they must keep informed on new dev elop- 
ments in the medical field. While it is true that radiaion 
medicine is a complex subject, and even basic, practical in- 
formation requires some effort, nurses must seek out informa- 
tion which will prove useful in allaying the unnecessary 
fears of the patient and the nurse and in arriving at the best 
possible kind of nursing care for the patient. 

I know of instances where nurses were told by doctors: 
“Oh, don’t worry about radiation, it won't hurt you.” These 
physicians appz arently ignored the fact that nurses spend 
considerable time with many patients and where high radia- 
tion dosages are involved, this may constitute a real hezard 
for the nurse. 

Q. Miss Nelson, you spoke of allaying unnecessary fears. 
Do many nurses express fear of nursing patients receiving 
radioactive isotopes? 

A. Oh yes, it is not unusual to hear nurses say they would 
not take care of a patient receiving a radioactive ‘isotope. 
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Is the average nurse adequately pre- 
pared in the area of radiation medi- 
cine? 


What isotopes are used in radiation 
medicine? 


What are basic safety rules the nurse 
should follow? 


Yet there is no need for fear because all radioactivity, though 
never seen or felt, is a known quantity. There is nothing vague 
or mysterious about the radioactive isotopes used in medicine 
today. Nurses who know the basic facts and who follow 
definite safety precautions where harmful rays are known to 
exist can give good nursing care, with no harm to the nurse, 
other patients, or hospital personnel. 

Q. These basic facts you refer to—what are they, and can 
we discuss some of them here? For instance, what is radio- 
activity? 

A. That is a large order, but here goes. Although man 
did not know it until the last 75 years or so, he lives in a 
world which radioactivity is always present. We swallow 
minute quantities of radioactivity in our foods; plants, soil, 
and sea water all contain some radioactive substances. Daily 
we are bombarded with radioactive cosmic rays from the sun. 
Yet we live and thrive in such an environment. Therefore 
we can see that the mere presence of radioactivity in itself 
does not constitute a harzard; the amount and kind of radio- 
activity received and the manner in which we receive it 
decide whether it is safe or not. 

To be specific, radioactivity is the giving off of energy in 
the form of particles or rays as certain atoms decay. These 
particles or rays are known as alpha particles, beta particles 
or rays, and gamma rays. Another particle that is rarely en- 
countered in medicine is the neutron. This is an atomic 
particle also, but is not one of the well-known treatment rays. 

Q. Do these particles have special characteristics? 

A. Yes, and that is why protective measures, when nurs- 
ing patients who receive them, must also vary. A nurse who 
understands these measures will have no difficulty applying 
the proper ones. 

Q. Will you differentiate between them? For example, 
what are the alpha particles? 

A. Alpha particles are positively charged particles that 
travel only one or two inches in the air. They do not pene- 
trate unbroken skin, and can be stopped by as thin a sub- 
stance as a sheet of paper. They therefore present little or 
no external hazard to the nurse. However, alpha particles 
can present a medical problem if they enter the body through 
breaks in the skin, inhalation, contamination, or ingestion 
through foods or on hands. Therefore, where there is a possi- 
bility of contamination, care must be taken to keep open cuts 
bandaged, to keep the body, floor, tables, and other equip- 
ment clean: one should not smoke or eat in the contaminated 


area. 
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During the summer session 
Miss Nelson is a special 
lecturer at the School of 
Public Health of the Uni- 
versity of North Carolina. 


Q. Miss Nelson, what isotopes used in medicine are alpha- 
emitters? 

A. All the natural radioactive substances having an atomic 
number above 83, which is bismuth, are alpha-emitters. In 
other words, the only two alpha-emitters actually being used 
in medicine today are radium and radon. 

Q. I recognize radium, but what is radon? 

A. Radon is a gas given off as radium decays. Like radi 
um, it gives off a very large number of alpha particles and is 
valuable in interstitial treatment. The radon gas is captured 
inside fine gold wires which have holes in them like a hypo- 
dermic needle. The wires are then cut up into tiny pieces like 
the point of your lead pencil. These pieces are known as gold 
seeds. The doctors implant or insert these radioactive gold 
seeds right into the tumor tissue where they are left to per- 
form their treatment. 

Q. What do you mean by “left to perform their treat- 
ment”? Doesn't the doctor remove them eventually? 

A. No, he doesn’t. The half-life, or decay rate, of radon is 
approximately four days. By the end of a month the gold 
seeds are considered dead and are never removed. 

Q. Are there any safety precautions the nurse should ob- 
serve when working with gold seeds? 

A. Yes, the gold seeds will be delivered to the operating 
room or the out-patient clinic in a lead container marked 
with the patient’s name and the dose. They are placed in a 
“seed basket” and sterilized just as surgical instruments are. 
Then, observing sterile technique, the nurse will place them 
into the tips of interstitial needles, to be inserted into the 
patient’s tumor. At this time I think it is verv wise to do the 
work behind a lead shield, in order to shield out any danger 
ous rays. 

Q. After the patient has had the gold seeds implanted in 
in his tumor is he radioactive? 

A. No, the physicists I have talked to say that the pa 
tient’s body absorbs the alpha rays and he is not dangerous 
to the nurse or members of his own family who come into 
intimate contact with him 

Q. Previously, Miss Nelson, you said that radon and radi- 
um were both alpha-emitters. What about patients receiving 
radium, are they not dangerous? 

A. It is true that radium, like radon, is an alpha-emitter, 
and as such is not dangerous to the nurse. But unlike radon 
radium also is a gamma-emitter and as such is verv danget 
ous—but more about that later. 
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Q. Let's get on to beta particles. Would you describe them? 

A. Beta particles are negatively charged particles that 
may travel from one to 30 feet in the air but can only pene- 
trate a half inch or so of unbroken tissue. Externally, metal 
or plastic shields or distance will protect a person or thing 
from beta rays. Internally, if swallowed, it would be danger- 
ous for about two centimeters. 

Q. P*? (phosphorus **), commonly known as one of the 
atomic cocktails, is a beta-emitter, is it not? 

A. Yes, P®? is a beta-emitter with a half-life of 14.3 days. 
It is a tasteless, odorless, colorless liquid that looks 
like water. Since phosphorus will be taken up by bone 
tissue, it is given to a patient as treatment in polycythemia 
vera and in chronic leukemia. Once the patient drinks the 
fluid containing the P®? it goes to the bones. Since the ra- 
dioactive material is inside the patient and since it emits beta 
rays, which can travel such a very short distance, the patient 
and his care present no hazard to the nurse. 

Q. What about the glass or cup the liquid was prepared 
in? Isn’t it contaminated? 

A. It is contaminated and should be handled with special 
precautions until “clean.” 

Q. Then beta radiations do not constitute a hazard, ex- 
cept for this? 

A. When they are in the patient’s body they do not. How- 
ever, if they are spilled and soil the linen, or if the patient 
vomits the medicine, then obviously the linen and the vom- 
itus are radioactive and should be handled with special care. 

Q. I can see then that it is important to know dosages and 
the half-life of each radioisotope in order to determine the 
necessity of precautions. 


A. Yes, indeed, because when used for diagnostic pur- 
poses, microcuries of radioisotopes are used, and these dos- 


ages are too small to represent a hazard to the nurse. But 
higher dosages—that is millicuries—are used for therapeu- 
tic doses, and require certain safety precautions. These pre- 
cautions are based upon the half-life period of the radio 
ictive element used. 

Q. Well, we have covered alpha and beta rays; now what 
about gamma rays? Didn't you mention that gamma rays 
are the most penetrating of all? 

A. Yes, this is the most dangerous of all radiations given 
off by an isotope, and if the isotope being used in treatment 
is a gamma-emitter the nurse should know it. 

Q. Can you tell me more about these gamma rays? 

A. Gamma rays are actually high-voltage X-rays. All 
radiations have what is known as wavelengths; if a wave- 
length is long it means the power is low and it does not 
travel very far. This is known as soft radiation, and is usu- 
ally used in treating skin tumors, where the doctor does 
not want the treatment to penetrate too deeply. 

High-voltage X-ray has a short wavelength and is known 
in the hospital as deep therapy, penetrating into tumors lo- 
cated deep in the body. The high-voltage X-ray can be ad- 
ministered by one-million-volt machines. These are very 
powerful, as you can see. We usually say these are 1] MEV, 
meaning one-million-electron-volt capacity. 

To get back to a description of the gamma ray, it is a 
high-voltage radiation of 5 MEV or over. Now, when you 
stop to think about it, a gamma ray is actually the same as 
an X-ray that could be produced by an X-ray machine of 
five million volts or over! Now do vou see why, when the 
nurse is in a room with a patient who has received an iso- 
tope that is a gamma-emitter, she must behave as though 
she were in a room with a high-voltage X-ray machine 
turned on? 

Q. Yes, I see, but you make this sound so fearful. What 
can the nurse do in such a situation? 
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A. She must remember the two principles of protection: 
time and distance. In other words, the shorter the time the 
nurse is in the room, the less the amount of radiation she re- 
ceives. Distance means that the farther away from the pa- 
tient she is, the less radiations coming from the patient's 
body the nurse will receive. 

Q. How can the nurse incorporate these two principles 
into her bedside care? 

A. I like to plan nursing care before the patient receives 
the isotope. For example, Au!®8 (radoiactive gold) is a gam- 
ma-emitter. This is a colloid substance with a half-life of 
about three days. It is a fluid and is injected into a cavity or 
into tumor issue by the doctor with a syringe and needle. 
The head nurse will know ahead of time that the doctor in- 
tends giving the patient this therapeutic substance, and she 
will tell this to the staff nurse who will prepare the patient 
by explaining to him that after the doctor gives him the 
powerful medicine, the nurse should not be in the patient's 
room too long. 

Consequently, the nurse will render all the necessary care 
beforehand, such as complete bed bath, clean linens, pedi- 
cure, manicure, etc. After the radioactive gold has been in- 
jected the nurse will render only that nursing care that is 
absolutely necessary, so that she will reduce the time she is 
in the room. Obviously, this does not mean she will neglect 
the patient, but rather that she will so plan her work as to 
give the patient all the necessary attention, while staying in 
the room a minimum length of time, for her own safety. 

Q. What about the principle of distance? Doesn't this also 
need to be considered? 

A. It is amazing to me that so few nurses know how to 
apply this simple principle. We are aware that physicists 
and doctors use long-handled tongs to handle radioactive 
isotopes, and yet we do not realize that this is an illus- 
tration of the use of distance as a protective mechanism. In 
bedside nursing there are many ways we can apply distance. 
For example, a nurse can stand in a doorway and carry on 
a very pleasant conversation with a patient. She does not 
need to lean over a bed to talk. 

Visitors should be encouraged not to visit the first few 
days of the isotope administration. If they do visit, they 
should be advised to stay a short time and not to get too 
close to the patient. I believe it unwise to suggest that the 
family stay away completely during this time because the 
patient worries about family affairs, but it is also unwise 
for a family member to stay two hours in a patient's room, 
when 15 minutes would do as well. 

Q. Nearly all these precautions, after all, are really appli- 
cations of common sense, aren't they? 

A. Yes. As I said previously, the nurse should find out the 
name of the isotope being administered, the kind of rays or 
particles it emits, and the half-life or decay rate. From this 
any good bedside nurse can design her own nursing care 
program for a particular patient. 

Q. Miss Nelson, you are making this sound very simple. 
I would like to go back to the half-life or decay rate and 
find out how it applies to the discontinuance of precautions. 
You said that gamma rays are the same as high-voltage X- 
rays and that if the patient received gamma rays he was 
radioactive during the early part of his treatment. That 
means the shorter the half-life, the shorter the time of pre- 
cautions, doesn’t it. 

A. Yes, and as an illustration let’s take radioactive gold 
or Au'®8, which has a half-life of three days. During the 
first three days of treatment the patient is more radioactive 
the next three days, less radioactive—and so on. 

Q. Then the nurse can discontinue her own precautions 
as time goes by? 

A. Yes, and such discontinuance is based upon her 


NURSING WORLD 





knowledge of the half-life of the isotope being used. You 
see, the atoms in a radioactive element all emit rays at a 
definite and steady rate until their energy is spent and they 
are no longer radioactive. This is the rate of decay or half 
life, and it can vary from a few seconds or less to thousands 
of years. Each radioactive substance has a rate of decay 
characteristic of that specific isotope. For example, the 
radioactive isotope of iodine, I'*!, has a half-life of eight 
days, whereas radium has a half-life of 1,590 years. Another 
isotope just coming to medical attention is carbon'*, which 
has a half-life of 5,000 years. 

Q. In other words, radium is continuously radioactive? 

A. When it is used in medical treatment of humans, yes. 
Its half-life is 1,590 years, or approximately 1,600 years. 
This means that if a hospital owns four grams of radium in 
1959, one-half of it will disappear in 1,600 years, leaving 
only two grams. The calendar year might be 3559. Then 
1,600 years later, in 5159, one-half of the two grams would 
remain. 

Q. Then it decays by half of its quantity during its half- 
life period. So, if a doctor were to inject radioactive gold, 
which has a half-life of three days, into the thoracic cavity 
of a patient on March 1, half of its activity would be gone 
by March 4, one-quarter by March 7; one-eighth of its ac- 
tivity would remain by March 10, and only one-sixteenth 
of its former life would be left by March 13. Is that correct? 

A. Exactly. Although it sounds complicated at first, it 
actually is fairly simple. Each isotope has a different rate of 
decay and each one must be looked at individually, but 
since only a few are used in medicine, it is not too difficult 
to learn. 

Q. Miss Nelson, can you summarize the important iso- 
topes used in medicine today? 

A. First of all, only about three isotopes are used thera- 
peutically today. They are iodine’! for thyroid disorders, 
phosphorus? for blood disorders, and gold!®* for cavity 
and soft tissue tumor work. 

Iodine’?! has a half-life of eight days and is given by 
mouth. It is a beta-emitter and a weak gamma-emitter, 
hence precautions are indicated for the first few days of 
treatment. Therapeutically it is expected to go to the io- 
dine-selecting tissues of the body, and while it is there, to 
radiate any adjacent tissue. It is excreted in the urine and 
frequently this is collected in twentv-four-hour totals and 
sent to the radiation laboratory. The urine should be under 
radiation precautions. 

Q. What about the linen and the dishes? 

A. That depends. By touching something a patient can- 
not contaminate it unless the isotope is on his hands. The 
linen would only be contaminated if the patient were in- 
continent and the urine, containing the isotope, contami- 
nated the linen. 

Q. Do the same precautions apply to phosphorus*?? 

A. No, they don’t. Phosphorus is a beta-emitter only, and 
consequently there are usually no precautions used with 
patients. The half-life of phosphorus is about 14 days. 

Q. What about the gold? 

A. As I said previously, Au'®® (radioactive gold) is in- 
jected into the cavities and soft tumor tissue and is both a 
beta- and gamma-emitter. Precautions are indicated for at 
least six days when about three-quarters of its life activity 
will have decayed. This is based on the half-life rate of ap- 
proximately three days. 

Q. Is the linen contaminated in this instance? 

A. Again, as in iodine work, the linen is only contaminat- 
ed if the isotope itself gets on it. Colloidal gold is beet red 
in color and if a nurse should see a beet-red stain on the 
patient’s dressing at the site of inspection, she should leave 
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it alone and call the doctor immediately. This dressing 
should be removed with very careful handling and taken 
immediately to the radiation department. The nurse should 
avoid getting her hands or uniform contaminated with the 
isotope. If she does, she should question the radiation de 
partment as to the best way to decontaminate them. 

Q. Miss Nelson, if you were a nurse in an isolated area 
where a radiation department does not exist, what would 
you do about hands or a uniform contaminated by radio- 
active gold? 

A. I would wash my hands under running water to re- 
move as much of the isotope as possible. This is the same 
principle as the running-water scrub in medical asepsis. 
I would remove the uniform and set it aside (using the prin- 
ciples of time and distance) until the decay rate had caused 
the isotope to disappear. In relation to gold, fifteen-six- 
teenths would decay in two weeks, so at the end of about 
two weeks the uniform could be put into the regular laun- 
dry, with little danger to anyone. If one wished to wait 
another six days, sixty-three sixty-fourths would have dis- 
appeared, and to all events and purposes, this uniform could 
be considered safe. 

Q. During the past few years, most nurses have seen 
and read articles in the public press discussing dangers 
of radiation, and these discussions nearly always include 
the medical use of radioactive isotopes and X-rays in 
treatment and diagnosis. Patients also have seen these 
articles and are concerned in varying degrees. They fre- 
quently turn to the nurse to ask her opinion. What can 
she say? 

A. The nurse who has kept herself well informed by 
studying reliable sources will have little difficutly with 
such questions. The effect of radiation on tissues is gen- 
erally in direct proportion to the radiation dose received 
by the body. Now, when a large amount of radiation is 
given to the whole body within a short period of time, 
as in nuclear explosion, the hazard is great and severe 
illness or death may occur. 

When limited parts of the body are irradiated, as in 
medical irradiation therapy or diagnostic procedures, the 
situation is quite different and the hazards, side effects, 
and benefits all come into play and must be weighed 
carefully. Our physicians today know what they are doing 
when they use X-ray or radioactive isotopes for diagnosis 
or therapy. My personal feeling as a nurse is that if a 
patient is under the care of a reputable physician he has 
little to worry about and should follow his doctor’s orders 
implicitly. Also, a good doctor knows the hazards involved 
and will protect both the patient and his family from 
dangerous situations. 

Q. For some years radiation therapy was used in the 
treatment of benign tumors and other conditions. This 
is no longer so. Why? 

A. Back in the 1920’s such benign conditions as acne 
vulgaris, neuritis, dermatitis, and many others were treated 
by radiation therapy. Today there is a growing viewpoint 
that benign conditions should not be treated by radiation, 
which in itself is dangerous. I tend to believe that way 
myself and I believe that if one has cancer or some other 
such serious health problem it is very good to employ 
such a powerful means of controlling it. But for the benign 
problem, like acne vulgaris, there are many other accept- 
able ways of treating it; to resort to a method of treatment 
that in itself can cause harm seems to me unnecessary. 
It has been noted that treatment of these benign conditions 
by overzealous and enthusiastic therapists has resulted in 
radiation damage. 

Q. We have been talking mainly about radiation in 
relation to hospital situations, but many patients with 

(continued on page 33) 
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Mrs. Greenburg is the center of attraction as she shows the group of expectant parents how to hold the baby while bathing him. 
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Editor’s Note: Last month Mrs. 
Greenburg described a meeting of the 
mothers’ group. Here, from her notes, 
is a report on a meeting of the mothers’ 


and fathers’ group. 


When the group assembled | 
asked what they would like to talk 
about. (Before class, Mr. F. had 
asked me if I had my walking 
shoes on.) Someone said we were 
going to tour the department. I 
said then that we should get 
started. I added that the labor and 
delivery areas were quite busy that 
evening, and suggested we visit a 
delivery room first while it was 
still unoccupied. Then we would 
visit a labor room, admitting room, 
the two types of rooms available 
after delivery, and the nursery. 
They all nodded agreement. 

We walked in a leisurely man- 
ner to the delivery department. | 
led them past a group of several 
nurses and an intern who looked 
at us. I smiled but did not stop to 
make introductions because I felt 
that at the moment the mothers’ 
and fathers’ group were probably 
feeling quite tense, and it would 
have been embarrassing to them. 
(The head nurse in the delivery 
room knew we were visiting that 
evening.) One mother laughed and 
said, “Maybe they think we are 
customers.” As we entered the de- 
livery room, everyone looked 
around curiously but offered no 
comment. I allowed them a minute 
or so to look around and adjust 
themselves before I said anything. 
(It was not until we returned to 
the classroom after the tour that 
I learned a little of their initial 
reaction.) I asked them if it was 
somewhat like they had expected 
it to be. Mrs. K. said it wasn’t, but 
she did not elaborate. “What did 
you expect?” I asked. She an- 
swered that she did not know. 

As no one had said anything yet, 
I inquired whether there were any 
questions about anything they 
were looking at. Mr. R. broke the 
silence by asking, “What are these 
for?” He was tentatively fingering 
the leather bracelets attached to 
each side of the delivery table. 
Before I could say anything, some- 
one said, “Probably to prevent you 
from getting in the way of the 
doctor.” Another added, “They 
probably don’t want you to touch 
anything.” I said that was right 
and proceeded to explain briefly 
how they would be covered up on 
the table with various types of 
drapes so that only the birth pas- 
sage showed. 

Their eyes and interest con- 


APRIL 1959 


tinued to focus on the table, and 
Mr. R. asked if the table went for- 
ward, that is, if the head of it 
raised. I said Yes and proceeded 
to place the table in various posi 
tions by means of the crank. Next 
they asked about the stirrups, so 
1 placed them in position and 
then commented on the possible 
adjustments that make it fit indi- 
vidual body builds. I showed how 
the straps went around ankles and 
knees to hold the legs in place. | 
tried to elicit how they felt about 
being strapped down. No one an- 
swered directly, but Mr. R. made 
a little joke by a gesture referring 
to a policeman’s handcuffs. 

I next showed how the table 
divided in half and where the pa- 
tient’s hips were placed on the 
edge of the table. Mr. F. said, 
“What's this for?” referring to the 
incubator for the baby. Mrs. K. 
said it looked like an incubator, 
and I said that was what it was. I 
opened the top and a few of those 
near by placed their hands in- 
side, commenting as they did that 
it was warm. Mr. K. noticed the 
hand grip on one side of the table 
and asked what it was for. I said 
that if the doctor wanted, the 
patient could use this to hold onto 


and bear down (push) during de- 
livery. They all nodded with ap- 
proval at this. 


While waiting for further com- 
ments or questions, | brought out 
an Ident-i-band, which was used 
to identify mother and baby. | 
demonstrated its use, and Mr. F. 
asked if footprints and  finges 
prints were taken. I said they 
were, and I showed them the rec- 
ord on which they were placed. 
His wife asked, “You are not so 
worried now about getting the 
wrong baby?” He laughed and said 
No. 1 said we were aware of the 
possibility and therefore checked 
every time the baby was taken to 
the mother to see that the number 
and name on her bracelet cor- 
responded with the ones on the 
baby’s. “And if it comes off the 
baby?” Mr. F. asked. I told him 
that new ones were then put on 
mother and baby. 

We then left the delivery room 
and went to a labor room. They 
all looked around interestedly, as 
they had in delivery. Someone 
finally commented on how narrow 
the bed was. I showed how, after 
sedation was given, the side rails 

part of each bed—were raised. 
This appeared to please them. I 
explained that when the mother 
was ready for delivery she was 
moved in her bed to the table. 
Mr. R. asked if anesthesia were 
given here or in the delivery room. 

I explained that sometimes medi- 
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cine to relax the patient was given 
in the labor room, but that medi- 
cine to help delivery of the baby 
was given in delivery. I showed 
the bathroom connecting each 
labor room. (When proceeding 
from delivery to there, I pointed 
out the stretcher used to convey 
the mother from delivery to her 
room and the platform underneath 
which carries her belongings.) Mr. 
R. asked what the floor lamp was, 
and I explained that it was a lamp. 
We then proceeded to the admit- 
ting room. Again everyone looked 
around, but they appeared more 
relaxed and gave the appearance 
of being more at home. I com- 
mented that it was in the admit- 
ting room that all the procedures 
we had talked about last time 
were done. Mr. K. looked in the 
bathroom and said something about 
a shower, but I said there was 
none there. He commented about 
the small lockers lining one side 
of the room, and I explained that 
this room had once been a doc- 
tors’ dressing room but that we 
had converted it to its present use 
because the former room was so 
small you could not change your 
mind in it. They all laughed at 
that. Mr. R. examined the blood 
pressure apparatus standing near 
by and I said it was to take blood 
pressure, it was like the one used 
in the doctor’s office, but on a 
standard. 


For the Fathers 


Next, we went to the fathers’ 
waiting room, and Mr. R. made 
some joking comment about it. 
All made jokes about it, then. Mr. 
F. said the cigarette people were 
missing a good bet by not putting 
a cigarette-dispensing machine in 
the room. 

Leaving there we visited the 
first of our two nurseries. I had 
previously asked the nurse in 
charge if she would bring a baby 
to the window when we appeared 
and this she did. The baby she 
chose was a cesarean-section baby, 
and she probably chose him be- 
cause of his well-shaped head and 
general attractiveness. I explained 
that the blue identification cards 
on the cribs signified boy babies 
and the pink, girls. Mr. F. said he 
was going to come up and burn all 
pink cards. They spent some time 
just looking at the babies and com- 
menting. I heard Mrs. F. say to 
her husband that for some reason 
cesarean babies were always pret- 
tier than the ones delivered the 


usual way. Also, something about 
this was so because they did not 
go through the birth process in the 
usual way. I explained that all 
babies were kept in this special 
nursery for eight hours after birth. 
Someone said, “Oh, that is to keep 
special watch over them?” I said 
that was right. 

We went to a private room, 
then, which, judging from their 
comments, they thought very nice. 
I showed them how the whole bed 
could be lowered close to the floor 
for convenience of the patient in 
getting in and out. | demonstrated 
the use of the over-the-bed table 
for holding the food tray and 
showed the built-in mirror which 
Mrs. K. said could be used in ap- 
plying make-up. I showed them 
the signal system and the red bell 
button for emergency in the bath- 
room. I also showed them the 
shower and explained they were 
available only in private rooms. 

One of the group remarked that 
it was just like a hotel, and Mr. F. 
said it was a lot better than some 
he had been in. (I believe he was 
a salesman.) They all laughed at 
this. We went to a semiprivate 
room, and they seemed to like 
that, too. Mr. R. said it was nice 
to have someone to talk to, and I 
agreed. Mr. K. asked about room 
prices and the difference between 
the two types. I said that prices 
change and it might be a good idea 
to inquire in the office about that 
and other matters pertaining to 
pay before actually going to the 
hospital to have the baby. Mr. F. 
said he thought there was about 
$5 difference in room prices. He 
said that if you added the cost of 
telephone, radio, or TV, costs 
mounted. Mrs. R. then volunteered 
prices of two types of rooms. Mr. 
F. told the price of rooms in the 
hospital he had been confined in 
in Dallas. Next, we proceeded to 
the second nursery and stood look- 
ing in for a while. It was 15-20 
minutes before the end of the ses- 
sion, so I said that if they would 
like to return to the meeting room, 
I would bring refreshments in. 

When I returned I asked them if 
it had been what they expected 
and if they wanted to ask about 
anything. Mr. R. said it had been 
very interesting to see everything 
before actually going to the hospi- 
tal. Someone else said that on first 
entering the delivery room he felt 
scared, but after seeing that there 
was a use for everything, felt much 
better. Mrs. K. said she felt this 


way, too. Mr. F., in answer to my 


first question, said everything ap- 
peared very functional, efficient, 
and well equipped. Someone else 
commented how clean evervthing 
looked. 

Mrs. F. said something to her 
husband about “that question,” 
and he said it was too late to get 
into a long discussion. I said per- 
haps next time we could talk about 
it. His wife then asked why the 
doctor didn’t want anyone to gain 
too much. Time being short, I 
answered directly. I said there 
were two reasons: It would be 
easier, as a rule, to have the baby 
if one were not overweight, and 
the doctor was on the lookout for 
signs of toxemia. That was why 
each time she went to the doctor, 
her blood pressure was taken, the 
urine examined, and weight meas- 
ured. Mr. F. asked if toxemia was 
the same as urinary poisoning, and 
I said sometimes kidneys were af- 
fected, that was the reason for ex- 
amining the urine. 

As it was the end of the period, 
I asked what they would like to 
talk about next time. Nobody said 
anything, and I reminded them 
that last time we had mentioned 
several topics. Finally, Mr. F. said 
something about handling the 
baby. This seemed satisfactory to 
the group, and I said perhaps it 
would be appropriate since we 
had talked about having the baby. 
We would next talk about taking 
care of the baby. 


A personal feeling I had to struggle 
with was the need to give the groups all 
of the knowledge I thought they should 
have. I kept reminding myself that they 
would ask about what they were es- 
pecially interested in. As it was, I was 
able to employ the leader's prerogative 
to add information as needed for better 
or more complete understanding. 

At the end of the last class for each 
group, each member expressed his or 
her thanks for all they had gotten out 
of the meetings. They said that they 
felt they really knew what was going 
to happen during labor and delivery 
and how to care for the baby. Conduct- 
ing sessions in this way has proven very 
challenging and interesting to me. In- 
teresting, because one never knows just 
what will come up; challenging, be- 
cause questions require analysis to as- 
certain the best way to handle them 
and thus give the best help one can. 
Moreover, the leader can learn all the 
time. Frequently I found myself musing 
silently, “Maybe it would have been 
better to have said this and so, or have 
done such and such . . . well, next time 
[om 
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Digitalis Intoxication 


Although idiosyncrasy or hypersensitivity in response to digi- 
talis therapy rarely occurs, digitalis toxicity has been a problem 
since the introduction of this drug. In last month’s issue the 
present concepts concerning digitalis action and clinical indica- 
tions for its use were summarized. This month attention will be 
focused on various aspects of digitalis intoxication, an important 
problem for both the physician prescribing the drug and the 
nurse administering it. The frequency and gravity of digitalis 
intoxication are not always widely appreciated, probably due to 
the lack of well-defined myocardial lesions resulting from toxic 
doses. : 

All therapeutically active digitalis preparations may produce 
toxicity. In fact, the absence of toxic properties in a digitalis 
preparation is evidence of the cardiotonic inertness of the prepa- 
ration. The occurrence of toxicity bears no relation to the digi- 
talis compound employed but is conditioned by the extent of 
failure, the underlying etiology of the failure, cardiac reserve, 
electrolyte balance, concurrent use of other drugs, and numerous 
other factors. 

Anorexia, nausea, and vomiting are early manifestations and 
the most common subjective symptoms of digitalis overdosage; 
they appear whether the drug is administered orally or intra- 
venously. The vomiting that occurs is of central rather than of 
peripheral origin. 

About 25 per cent of patients with digitalis toxicity experi- 
ence either visual symptoms or dizziness. The dizziness may be 
a true vertigo and force the ambulatory cardiac patient to be- 
come bedridden. The visual disturbances are characterized by 
blurring, dancing, or flickering dots and color aberrations. 

Headache is fairly common and may be the only symptom to 
precede disturbances in cardiac rhythm. Unusual neurological 
symptoms have been observed in about 9 per cent of patients 
who have digitalis toxicity. These symptoms consist of pains 
in the lower third of the face resembling trigeminal neuralgia as- 
sociated with typical neuralgic pains in the upper extremities, 
lower lumbar areas, and calves. 

In patients receiving intravenous doses of the strophanthin 
derivatives, numbness and tingling of the lips, tip of nose, cheeks, 
and ears are frequently noted. In elderly patients and those with 
advanced congestive heart failure, symptoms affecting the central 
nervous system may predominate: lassitude, apathy, confusion, 
disorientation, delirium, stupor, aphasia, and at times psychotic 
behavior patterns. 


Cardiac Disturbances 


The most important toxic effect of digitalis is on the heart; 
every form of arrhythmia and conduction disturbance has been 
attributed to this drug. In the presence of severe myocardial 
damage, digitalis is considered to be a common cause of ven- 
tricular tachycardia, and is probably an occasional precipitant 
of advanced heart block, These extreme reactions indicate the 
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toxic potential of digitalis both as a myocardial irritant and as a 
depressant. The interaction of these two effects makes possible 
the gamut of electrocardiographic deviations. 

The depressant action of digitalis is mainly limited to the 
atrioventricular junctional tissue where the direct and indirect 
( vagal) actions of digitalis are synergistic. 

Next to gastrointestinal symptoms, ventricular extrasystoles are 
the most common indications of overdosage. When digitalis is 
continued in their presence the ectopic beats assume the fixed 
pattern of bigeminy or coupling. The occurrence of bigeminal 
rhythm without digitalis overdosage generally indicates serious, 
frequently terminal, heart disease. Premature ventricular beats 
are expressions of congestive heart failure, inadequate coronary 
perfusion, and myocardial anoxia, with a consequent increase 
in ventricular irritability. Distinction between the two types of 
bigeminy is important: In one instance continued use of digi- 
talis may produce fatal arrhythmias, and in the other it may 
prove corrective. It is also important to remember that death 
from digitalis may occur on maintenance therapy after profuse 
diuresis. 

Generalized muscular weakness has been noted as a reaction 
to an overdose of digitalis. Prolonged digitalis maintenance has 
been implicated in gynecomastia occurring in elderly men with 
congestive heart failure. Since the digitalis glycosides structurally 
resemble the gonadal steroids, an estrogenic effect has been 
postulated. 

The margin of safety with all digitalis preparations is limited. 
With any digitalis agent approximately 60 per cent of the toxic 
dose is required to achieve a therapeutic effect. In this respect 
digoxin, digitoxin, and lanatoside C offer no advantage over digi- 
talis leaf. An exception may be gitalin, a water-soluble amorphous 
mixture of glycosides extractable from Digitalis purpurea. Batter- 
man and co-workers claim only one-third of the toxic dose of gital- 
in is required for therapeutic effect. This, however, awaits fur- 
ther confirmation. With all digitalis compounds, toxic effects indi- 
cate a substantial percentage of the fatal dose has already been 
administered. With advancing congestive heart failure the margin 
between therapeutic and toxic effects decreases, In these patients, 
mercurial diuresis may be fatal. 

Toxicity can be of prolonged duration, even after digitalis is 
discontinued. When nausea, vomiting, and extrasystoles appear it 
is usual practice to stop digitalis. If the symptoms persist un- 
changed after three or four days, the difficulties are attributed 
to severe cardiac failure rather than to digitalis. 


Rising Incidence of Digitalis Intoxication 


With the introduction of the purified glycosides it was ex- 
pected that the incidence of digitalis intoxication would dimin- 
ish. However, many recent reports indicate a mounting frequen- 
cy of digitalis poisoning, and digitalis is becoming a slgnilicant 
factor in cardiac death. The increasing frequency of intoxication 
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is believed to be related to the current manner of digitalis usage 
and the changing methods in the management of patients with 
congestive heart failure 

With the purified glycosides, rapid intravenous digitalization 
has become common practice. Since digitalis intoxication more 
often follows intravenous medication, use of this route is not 
justified, A single-dose method for digitalization with digitoxin 
ilso presents a serious problem: While the practice may be of 
little hazard to the ambulatory cardiac patient with early failure, 
the dangers multiply for the patient with serious cardiac disability. 

Another factor responsible for the increase in toxicity is the 
increase in life expectancy for the patient with heart disease. Thus 
there is the chance for development of more severe heart failure, 
ind these extremely ill patients are more subject to digitalis 
toxicity 

Perhaps the most important reason for the rise in the incidence 
of digitalis intoxication is the increasing dependence of treatment 
on electrolyte manipulation. Restriction of salt ingestion and the 
administration of mercurial diuretics, ammonium chloride, cation- 
exchange resins, carbonic anhydrase inhibitors, and cortisone are 
becoming part of the therapy of failure. All these measures induce 
changes in electrolyte metabolism and may alter the threshold of 
the myocardium to digitalis intoxication 


Electrolytes and Digitalis 


Che classical studies of Ringer demonstrated the dependence 
of cardiac contraction on the electrolyte environment. In these 
early experiments it was learned that calcium and potassium ions 
were antagonistic in their effects on contraction. When the con- 
centration of calcium in the perfusing medium was raised, a more 
vigorous systole ensued. When the concentration of potassium 
was raised, increased relaxation resulted in the absence of calcium, 
the effects of potassium prevailed, and the heart stopped beating 
in diastole. Increasing the concentration of calcium caused arrest 
of the heart in so-called calcium rigor, 

The injection of calcium salts into human beings induces brady- 
cardia, sinus arrhythmia, shifting pacemaker, various degrees of 
heart block, and multiple extrasystoles of large and unusual form. 
Furthermore, the toxic action of digitalis has been reported 
enhanced by calcium; it is possible that the failing heart may be 
more sensitive to the toxic action of calcium. The relation between 
calcium and digitalis in patients with heart disease remains to 
be explored 


Magnesium Salts 


Magnesium salts depress the contractility of voluntary cardiac 
muse le H'gh serum concentrations cause bradycardia, conduction 
disturbances, and eventually cardiac arrest. The capacity of mag- 
nesium to abolish digitalis intoxication has been demonstrated. 
The therapeutic use of magnesium for digitalis intoxication is 
limited by its transient action and by its occasional undesirable 
effects 


Potassium Cation 


Of all the ionic alterations encountered in man, those due to 
potassium have the most pronounced effects on the heart. One 
of the properties that differentiates potassium from other cations 
is its high rate of mobility across cell membranes. This may be the 
basis for the critical role of potassium in muscular excitability and 
conductivity. The migration of potassium ions probably links the 
electric phenomenon of excitation with the biochemical process 
of energy release, essential for contraction. 

A profound relation exists between digitalis and potassium, for 
digitalis affects the potassium concentration of the myocardial 
cell. There is general agreement that toxic doses of digitalis 
liberate potassium from heart muscle; it may be that liberation 
of cellular potassium is the result of the depletion of energy-rich 
phosphates occurring with digitalis overdosage. There is no agree- 
ment about the effects of therapeutic doses of digitalis on 
cellular potassium concentration. Some attribute the thera- 
peutic action of digitalis to restoration of cellular potassium and 
improved cellular hydration. The resemblance between digitalis 
and adrenal steroids in chemical structure also suggests the possi 
bility that digitalis maintains potassium within the cell. 

Conversely, changes in potassium concentration influence the 
action of digitalis. Potassium is promptly effective against many 
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of the arrhythmias produced by digitalis, and it is also reported 
that potassium salts eliminate symptoms of overdosage and 
rapidly promote a sense of well-being in patients with digitalis 
polsoning. 


Potassium Metabolism in Heart Failure 


In heart failure the excretion of sodium is impaired, and al- 
though the total body sodium is significantly increased, the serum 
concentration is moderately lowered. The hyponatremia is not only 
the result of dilution but probably involves intracellular shifts 
of sodium. The serum potassium level remains normal, the chlor- 
ide concentration is slightly increased, with a tendency to acidosis. 

There is evidence that during the development of failure the 
body loses potassium. Administration of large quantities of sodi- 
um and potassium salts to patients with heart failure results in 
potassium retention without weight gain. A positive potassium 
balance has been observed in patients recovering from failure. 
Measurements of exchangeable potassium carried out with the 
radioactive isotope dilution technique showed a reduction in total 
body potassium in heart failure; this occurred even though extra- 
cellular fluid was absolutely increased and the serum potassium 
level remained normal. These facts imply internal body electro- 
lyte shifts involving both the extracellular and intracellular com- 
ponents. Disturbances in concentration and distribution of the 
major cellular cation, potassium, are associated with evolution 
of congestive heart failure. 

According to Calhoun, et al, in patients dying with isolated 
right-sided failure potassium was low in the right ventricular 
muscle, but not in the left one. The opposite was true when failure 
was limited to the left ventricle. When both ventricles failed, 
there was uniform diminution in muscle potassium. 

Many factors contribute to the liberation of potassium from 
heart muscle in failure, Anoxia, acidosis, edema, and prolonged 
exercise are known to induce potassium loss. Overwork has been 
held responsible for the release of cellular potassium, and is 
believed to predispose the patient to muscular fatigue and failure. 

Today’s therapy contributes to the deranged electrolyte pic- 
ture, with low-salt diets and diuretics the chief factors disturbing 
electrolyte equilibrium. The composition of the diuretic urine and 
the lack of change in serum sodium and potassium levels indi- 
cate that potassium leaves while sodium enters the cellular com- 
partment. 

The prolonged administration of ammonium chloride also re- 
sults in potassium depletion. Cation-exchange resins, originally 
introduced to remove sodium from the body, have a greater 
affinity for potassium than sodium, and unless a potassium cycle 
resin is incorporated in the mixture or adequate potassium is 
provided, serious deficits occur. Diamox, another commonly 
used diuretic, causes urinary excretion of potassium. 

Thus in patients with heart failure the underlying pathologic 
process and the therapeutic regimen for its management constitute 
the two general categories of factors that deplete both cellular 
and myocardial potassium. It is not known to what extent potas- 
sium depletion contributes to the biochemical lesion and aggra- 
vates the clinical state of congestive failure. It has been demon- 
strated that the loss of potassium significantly affects the body's 
threshold to the toxic action of digitalis and may be an important 
cause in the rising incidence of digitalis toxicity. 

Evidence that potassium loss from the body may precipitate 
digitalis intoxication was first gained in a study of the post- 
mercurial redigitalization phenomenon. From 24 to 48 hours 
after diuresis a digitalized patient may experience nausea, vomit- 
ing, giddiness, headache, and considerable weakness. Electro- 
cardiograms may demonstrate any of the changes that occur with 
an overdose of digitalis. The mobilization of digitalis-containing 
edema has been implicated as the mechanism. Although it is the 
prevailing view explaining the onset of symptoms and signs of 
digitalis overdosage after diuresis, this view has recently been 
questioned, If the explanation is valid, then the administration 
of an extra amount of digitalis without any diuretics to patients 
who tend to develop the syndrome should precipitate toxicity. 
When a dose of digitalis equivalent to the maximum amount pre- 
sumed mobilized is given, no toxicity follows. 

In addition, if digitalis-laden edema is the causative factor, 
the onset of the syndrome should relate to the magnitude of the 
diuresis. Experiments indicate that even massive diuresis could 

(continued on page 33) 
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MAGNESIUM SULFATE 


CATION 





DESCRIPTION: Magnesium sulfate is a water-soluble crystalline 
salt. The ion magnesium is of considerable importance physiologi- 
cally and pharmacologically. 


ACTION AND EFFECTS: Magnesium ion is indispensable to 
life; it is apparently essential for the functional integrity of the 
neuromuscular system. In high concentrations magnesium ion is 
a central nervous system and neuromuscular depressant. 

There is evidence that magnesium affects the activity of numer- 
ous enzyme systems, producing such substances as adenosinetri- 
phosphatase, cholinesterase, and choline-acetylase. Many theories 
have been advanced to explain the numerous pharmacological 
actions of magnesium on an enzymatic basis, but these theories 
are still inadequate to explain the many pharmacological proper- 
ties of the ion. 

Parenteral administration of large amounts of magnesium 
salts results in marked depression, affecting both the central 
nervous system and the peripheral neuromuscular junction. 

Peripnerally, magnesium has a curare-like action: The ex- 
citation of skeletal muscle by nerve impulses is impaired. Mag- 
nesium also produces a true depression of the central nervous 
system. The central depression and peripheral transmissicn de- 
fects produced by the magnesium ion can be completely antag- 
onized by calcium. 

The myocardium is much less sensitive to magnesium than is 
the nervous system, therefore no depression of the myocardium 
occurs at concentrations employed clinically. Although mag- 
nesium in tolerated doses produces only minor changes in the 
human electrocardiogram, there is clinical evidence that the ion 
may depress the production of impulses in ectopic centers. Mag- 
nesium salts are effective in the treatment of paroxysmal tachy- 
cardia and can abolish the extrasystoles caused by full digitaliza- 
tion. 

Magnesium acts peripherally on the vascular system to cause 
vasodilatation; it can also produce a weak antispasmodic action 
on the intestinal musculature and sphincter of Oddi. 


USES: Magnesium salts have been used extensively in therapeu- 
tics but the validity of many of the applications of this ion can be 


seriously que stioned. 


Magnesium sulfate has been used as a cholagogue, especially 
in chronic cholecystitis and catarrhal jaundice. Hypertonic mag- 
nesium sulfate solution in the intestine increases the flow of bile 
into the duodenum, probably merely by relaxing the sphincter 
of the common bile duct. 

Magnesium sulfate has been used as a central nervous system 
depressant, especially in convulsive syndromes. It is used in 
eclampsia and tetanus; intrathecal magnesium has been employed 
in the management of tabetic crisis. Magnesium is capable of 
augmenting the action of general anesthetics and morphine, and 
it has been employed in obstetrical anesthesia. 

The intravenous use of magnesium sulfate is worthy of trial 
in the treatment of paroxysmal ventricular tachycardia if simple 
measures have failed and there is no evidence of marked myo- 
cardial damage. 

Magnesium sulfate intravenously is used as a uterine anti- 
spasmodic agent. 


PREPARATIONS: Magnesium sulfate is marketed as a 25 per 


cent solution for parenteral administration. 


DOSAGE AND ADMINISTRATION: As a central nervous sys- 
tem depressant for children, magnesium sulfate is used intra- 
venously in a dose of 0.1 to 0.2 ml. per kg. of a 25 per cent 
solution. In tetanus the subcutaneous or intramuscular injection 
of 2 ml. of a 25 per cent solution per 20 pounds of body weight 
is utilized. Intravenously magnesium sulfate may be used in 6 
per cent solution at a rate not exceeding 3 ml. per minute. This 
dose is effective for approximately 30 minutes. 

For long sustained action, the drug may be given intrathecally 
in a dose of 1 ml. of 25 per cent solution for every 20 pounds of 
b« ny weight. 

In cardiac arrhythmias the effective dose is 20 ml. of a 20 
per cent solution, 

TOXICITY: Magnesium toxicity causes symptoms of central 
nervous system depression—the blood pressure falls and death 
results from respiratory paralysis. 

PRECAUTIONS: When toxicity occurs, artificial respiration 
should be administered until calcium salts can be injected intra- 
venously to antagonize magnesium. 





CALCIUM GLUCONATE 


CATION 





DESCRIPTION: Calcium gluconate, a white crystalline or gran- 
ular powder is odorless, tasteless, and soluble 1:5 in boiling 
water. The drug contains 9 per cent calcium. 


ACTION AND EFFECTS: A moderate excess of extracellular 
calcium has little effect on the functions of the nervous system, 
but a reduction in ionized calcium leads to a serious physiological 
disturbance known as low-calcium tetany. Cardiac muscle like- 
wise is affected and arrhythmias occur. 

Calcium deficiency apparently affects various portions of the 
cerebrospinal axis as well as the neuromuscular junction, Futher- 
more, all types of synaptic transmission are dependent on ade- 
quate calcium levels. 

The cardiac action of calcium in some ways resembles that 
of digitalis, which has raised the practical point of whether it is 
safe to administer calcium intravenously to digitalized patients. 

Calcium and potassium are antagonistic in their action on 
heart muscle, and it is believed that this antagonism is due to 
the displacement of one cation by the other at a critical concen- 
tration ration. An excess of calcium causes systolic arrest, so-called 
calcium rigor. 

Calcium can potentiate the effects of oxytocic drugs. 


USES: Calcium gluconate may be used in the immediate treat- 
ment of low-calcium tetany, regardless of etiology. 

Since clinical reports suggest that the calcium ion exerts an 
antispasmodic action on smooth muscle, calcium gluconate has 
been successfully used in the treatment of intestinal, ureteral, 
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and gall bladder colic. The drug is also effective in relieving the 
abdominal pain, diarrhea, and tenesmus of intestinal tuberculosis. 


PREPARATIONS: The drug, marketed as calcium gluconate in- 
jection, U.S.P., is administered slowly in a 10 per cent solution, 
a strength also used for intramuscular injection. 


DOSAGE AND ADMINISTRATION: In low-calcium tetany, 20 
ml. of 10 per cent calcium gluconate is injected slowly by the 
intravenous route. Comparable dosages are used to obtain the 
drug’s antispasmodic action, Calcium gluconate is also used in 
the presence of impending cardiac standstill, as in potassium 
intoxication. 


TOXICITY: A moderate excess of extracellular calcium has little 
effect on the nervous system, but high concentrations of calcium 
block ganglionic transmission and neuromuscular junctions. 

The first cardiac effects of the injection of calcium resemble 
those of vagal stimulation, consisting of bradycardia, sinus ar- 
rhythmia, shifting pacemaker, and various degrees of heart block. 
Higher concentrations may stimulate the ventricular musculature 
and produce foci of idopathic ventricular rhythm and large, 
unusually formed ventricular extrasystoles, 


PRECAUTIONS: Although much lower in calcium content than 
chloride, calcium gluconate has the marked advantage of being 
nonirritating to either the subcutaneous tissues or the gastro- 
intestinal tract. The intramuscular tract should not, however, 
be employed in infants because abscess formation at the site of 
injection may result. 


27 








KAON ELIXIR 


POTASSIUM PREPARATION 





DESCRIPTION: Kaon Elixir is a liquid potassium preparation. 
Each five cubic centimeters of the drug supplies 250 mg. or 6.4 
milliequivalents of elemental potassium gluconate; it is equivalent 
in elemental potassium to 0.5 Gm. of potassium chloride. 


ACTION AND EFFECTS: Losses of potassium, regardless of the 
cause, potentiate the toxic action of digitalis, Symptoms and 
igns of such loss may be controlled by oral potassium supplemen- 
tation. Marked disturbances of cardiac rhythm may result from 
small doses of digitalis when patients have sustained chronic 
potassium depletion through either the renal or gastrointestinal 
route, and in these patients—especially when the serum potassium 
level is depressed—even small amounts of digitalis can prove 
fatal. 

It has been postulated that the high rate of mobility of potas- 
sium across cell membranes may be the basis for the critical role 
potassium plays in muscular excitability and conductivity. Accord- 
ing to this theory the migration of potassium ions probably links 
the electric phenomenon of excitation with the biochemical 
process of energy release essential for contraction. 


USES: Kaon is a form of oral potassium therapy, useful with 
modern diuretics and corticosteroid hormones in replacing 
excretory potassium losses. The preparation is palatable and well 
tolerated in therapeutic dosage, without gastrointestinal disturb- 
ince. A sugar-free preparation, it is used with digitalis to reduce 
toxicity and to treat digitalis toxicity. 


PREPARATIONS: Kaon Elixir is marketed as a liquid in pints 
ind gallons. 


DOSAGE AND ADMINISTRATION: The adult dosage of Kaon 
Elixir is one tablespoonful or 15 cc., twice daily after meals. This 
supplies the approximate normal adult daily potassium require- 
ment. The dose may in some instances be as high as 30 cc. 


TOXICITY: When renal function is normal it is difficult to pro- 
duce potassium intoxication by oral administration of potassium 
salts. The exceedingly large doses that would be required are not 
tolerated by the gastrointestinal tract, and pylorospasm and 
vomiting preclude the possibility of adequate absorption. 

However, potassium intoxication can occur when the rate of 
intestinal absorption, parenteral administration, or endogenous 
accumulation of the ion in the extracellular fluid exceeds the 
rate of renal excretion. 

The characteristic sequence of changes in the electrocardiogram 
occurs and death results in cardiac standstill. Preterminal phe- 
nomena include muscular weakness and paralysis; paresthesias in 
the hands and feet have also been described. Although a presump- 
tive diagnosis of potassium intoxication can be made on the basis 
of characteristic changes in the ECG, an unequivocal diagnosis de- 
pends upon the determination of the plasma level of potassium. 


PRECAUTIONS: Inasmuch as potassium intoxication is most fre- 
quently the result of anuria, treatment is futile unless there is 
reason to believe that the underlying renal defect can be repaired. 
Under such circumstances, or in the event that intoxication has 
resulted from excessive dosage, certain measures may be employed 
to forestall cardiac standstill. 

The intravenous administration of a calcium salt may exert a 
temporary salutary effect on the myocardium, due to the physio- 
logical antagonism of the two ions. The injection of glucose and 
insulin to produce a rapid deposition of potassium and glycogen 
in the liver is another suggested procedure, but is a very tempo- 
rary measure since subsequent glycogenolysis returns the potas- 
sium to an extracellular site. 

One of the most effective procedures for reducing the level 
of extracellular potassium is the oral administration of a cation- 
exchange resin. Finally, potassium can be removed by the use of 
the artificial kidney. 





MERCAPTOMERIN SODIUM 


DIURETIC 





DESCRIPTION: Mercaptomerin sodium is also known as thio- 
merin sodium and is the only organic mercurial diuretic not 
marketed in combination with theophylline. In this compound 
mercury is linked to sulfur. 


ACTION AND EFFECTS: The primary action of the mercurial 
diuretics is to depress tubular mechanisms responsible for the 
active reabsorptive transport of certain ions. 

The advantage of organic mercurials over inorganic mercurials 
lies in the fact that they are largely and rapidly excreted by 
the kidney, and their low dissociability permits control of the 
degree to which renal reabsorptive capacity is reduced. 

In this way it is possible to produce functional changes in 
the renal tubule with minimal danger of producing the anatomi- 
cal lesions in the kidney or elsewhere characteristic of poisoning 
by the mercuric ion. 

The biological actions of the mercuric ion and of organic 
mercurials have been ascribed to their ability to inhibit SH 
(sulfhydryl )-activated enzyme systems, presumably by the forma- 
tion of mercaptans. SH-activated enzyme systems are essential 
to provide energy for renal tubular transport. 


USES: The main use of the mercurial diuretics is in cardiac 
edema. Good results with these drugs are sometimes obtained 
in chronic nephrosis, the nephrotic stage of glomerulonephritis, 
and ascites due to liver cirrhosis or portal obstruction. 


PREPARATIONS: Mercaptomerin is not as stable as other or- 
ganic mercurials. It is marketed in powder form in vials con- 
taining 1.4 or 4.2 Gr. When made up with 10 or 30 ml. of sterile 
water, a solution is obtained in which each milliliter contains 
0.138 Gm. of mercaptomerin, equivalent to 43 mg. of mercury. 


DOSAGE AND ADMINISTRATION: The usual dose of mer- 
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captomerin is 1 to 2 ml. of the prepared solution. Comparatively 
little dissociation occurs locally so that tissue reaction at the site 
of injection is minimal, and the drug is therefore tolerated by the 
subcutaneous route. Moreover, when given intravenously it is 
much less toxic to the myocardium than are other organic prep- 
arations. However, the potency of mercaptomerin is just as good 
as for other mercurials. 


TOXICITY: The classical symptoms of systemic mercurial poison- 
ing may follow the injudicious use of mercurial diuretics. The 
symptoms are apt to appear when a mercurial is given to an 
individual having inadequate renal function; here the diuretic’s 
excretion is impaired. They may also appear following too-fre- 
quent or too-prolonged oral administration. 

Excessive use of mercurial diuretics may result in depletion 
of extracellular electrolytes. Weakness, somnolence, muscle 
pains, and even shock may result. This syndrome is not limited 
to the mercurial compounds but may occur when any diuretic 
regimen is pushed to an extreme, especially when salt intake 
is rigidly restricted. 


PRECAUTIONS: In rare instances the diuretic meee to mer- 


curials is so marked that anhydremia develops and the hemato- 
crit and the viscosity of the blood rise. In elderly individuals 
this may give rise to thromboembolic complications, including 
cerebral thrombosis. 

An unusual type of secondary toxic reaction to mercurials has 
been reported in individuals with poor bladder functions. The 
marked distention of the bladder as the result of diuresis may 
lead to further asthenia of the bladder wall and acute urinary 
retention. 

The rapid mobilization of edema fluid may result in excessive 
loss of potassium and the signs and symptoms of digitalis in- 
toxication. 
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The author has discovered that when super- 
visory personnel keep a record of favorable 
comments on their staffs’ abilities and 
actions, employee morale is high and 
patient care is improved. 


A Little 
White Book 


by FREIDA L. MITCHELL, R.N. 
Psychiatric Charge Nurse, Patton 
State Hospital, San Bernardino, Calif. 


HERE was tension in the office of 
the geriatrics unit of a large gen- 
eral hospital. The night nurse and her 
staff had just 15 minutes to wait before 
going off duty, and the day nurses and 
nurses’ aides had begun arriving to re- 
lieve them. An unusual hush prevailed 
as the members of both shifts sat or 
stood in various attitudes of expectancy. 
A young and inexperienced staff 
nurse on the night shift, I observed the 
situation with increasing interest. Each 
face mirrored the questioning thoughts 
of the others. I knew they were all con- 
cerned about the same circumstance: A 
new supervisory nurse was coming on 
duty that morning. 

The expressions on the faces of the 
staff members revealed the questions in 
their minds: 

What would she be like? 

Would she smile and greet them with 
friendliness or would she be cold and 
formal? 

Would she be lax and inefficient or 
would she run the unit with calmness 
and knowledge? 

Would she rigidly “follow the book,” 
trying to adhere strictly to the theories 
she had learned in the classroom, or 
would she be governed by the exigen- 
cies of the situation, giving a little here, 
tightening a little there? 

Would she be the note-writing type, 
leaving orders tacked up in conspicuous 
places, or would she inspire her workers 
to peak efficiency without such re- 
minders? 

Would she be snobbish, imbued with 
a sense of her own importance, or would 
she humbly accept the help and co- 
operation a well-trained staff could give? 

Finally, would she be a tyrant and 
faultfinder or would she be a teacher, 
giving credit where due? 

These questions had all been asked 
and discussed by the unit personnel 
when they learned that a new nurse was 
to replace their well-loved supervisor. 
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Some knew they wouldn't like her be- 
cause they had heard reports from em- 
ployees in other departments, while 
others knew that they would like her 
because they had friends who had 
worked with her in perfect harmony. 
Regardless of their feelings, some snap 
judgments would be made, right or 
wrong, and some judgments would be 
deferred until after a suitable trial period 
had elapsed. At any rate, the new day 
supervisor would encounter her first test 
that morning. 

While we waited there with our eyes 
on the door, we finally realized that 
even if she entered then, greetings and 
judgments would have to be _post- 
poned. Patient rounds would have to 
be made, for it was nearly 7:00 A.M., 
departure time for the night staff. Just 
then a thumping noise came from down 
the hall and the night supervisor looked 
at me significantly. 

“Van, will you please go and see if 
Mr. J. is out of bed again?” she asked. 

I hurried from the office to find that 
the noise had been caused by Mr. J., 
who was tottering about in his room. 
I talked him into going back to bed and 
was steadying him on the step-stool 
when I heard murmuring voices in the 
hall. The night nurse and the new day 
supervisor were making rounds. I hur- 
riedly tied Mr. J.’s restraint. Because his 
hips were slender, the elderly patient 
had slipped out of the soft tie around 
his waist. To draw it tighter would have 
been to make him uncomfortable. This 
was not the first time he had wriggled 
free, and every time he did so, he ran 
the risk of a fall and serious injury. I 
spoke to him in some exasperation. 

“Mr. J.,” I said, “I'm going to have 
to tie your hands and feet if you keep 
getting up.” 

“No, you won't! And you are not to 
threaten patients!” I heard. 

I looked up in surprise at the new su- 
pervisor who was looking sternly at me. 


She turned abruptly and walked down 
the hall with the night nurse. I followed 
them in wordless embarrassment and 
we entered the office. No one had left it. 
All eyes sought those of the new nurse, 
lips forming smiles and minds ready to 
accept or reject. “Good morning,” the 
supervisor said to the room at large. 
Glancing at me she warned, “Be care- 
ful what you say to patients.” She 
looked from face to face as she went on 
speaking: “I keep a Little Black Book, 
you know, where I write down every- 
thing I don’t like.” 

At this smiles froze and a_ barely 
perceptible gasp was heard. There was 
a rustle poh stir as the night people 
picked up their wraps and the women 
of the day force donned their caps. 
There was a general exodus through the 
office door, and the new supervisor was 
left alone. 

I walked across the hall to the ele- 
vator with the night nurse. As we waited 
for the doors to open we heard rapid 
footsteps behind us, and turning, we 
saw the frowning face of one of the day 
employees. As the woman _ hurried 
toward the diet kitchen, we distinctly 
heard her mutter, “Why not a Little 
White Book, for a change?” 

All this happened when I was still a 
young nurse, not many years out of 
training, but I have not forgotten, nor 
will I ever forget, the words muttered 
by that nurse. 

My experience has been varied 
throughout the years: I have worked in 
small hospitals and large; I have worked 
with nurses’ aides, vocational nurses, 
psychiatric technicians, and other reg- 
istered nurses. During World War II, 
I was an X-ray technician at San Ber- 
nardino Army Air Base civilian dispen- 
sary, working with enlisted personnel 
who had never seen a darkroom. Re- 
gardless of who my workers were, how 
much or how little they knew, I found 
the Little White Book an invaluable aid 
to good employee morale and efficient 
patient care. In such a book the favor- 
able comments, abilities, improvements, 
and special aptitudes can be noted for 
future reference. 


In Their Minds 


I have been a nurse at Patton State 
Hospital for nearly five years now, and 
though the Black Book has not been 
in evidence here, I know many of the 
supervisory personnel who, I am certain, 
keep Little White Books in their minds, 
if not on their desks. The White Book 
needn’t be a tangible thing, with writing 
that can be effaced and pages that can 
be torn, but it should at least be a part 
of a person’s thinking. I have learned 
that much more can be accomplished 
with a few words of encouragement 
and deserved praise than with a book 
filled with judgments and criticisms 
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THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


re talk it 0 


by THERESA G. MULLER, R.N. 
Director of Nurses, Sheppard and 
Enoch Pratt Hospital, Towson, Md. 


OME of our previous discussions have pointed to pres- 
+ ent-day cultural influences affecting the current outlook 
on nursing. Significant among these is the new look at the 
value of the older person. It seems as though our progres- 
sively increasing population includes a greater proportion 
of members over 65 years of age. As a consequence of our 
maturing society we must necessarily change our thinking 
about patterns in nursing programs and practices heretofore 
established for a young person in a relatively young pro- 
fession. 

In this connection I recall a recent visit with friends where 
the head of the household, a lawyer of 72, maintained un- 
diminished activity as an important member of a law firm. 
In answer to my query about the possible date of his retire- 
ment he indicated an indefinite time and spoke warmly about 
the value his profession placed upon the wisdom of its senior 
members 

Then I wondered about ourselves in nursing. Are we 
giving enough consideration to similar values? A report on 
a nursing conference held about 10 years ago placed consid- 
erable emphasis on the value of the contributions made by 
the conferees because all of them were under 35 vears of 
age. Would this be acknowledged in the same way today? 
If so, might this then be considered a good example of the 
perpetuation of a stereotype? 

We now find that nursing as a career might profitably 
start for the woman over 35. Half of the young women in 
this country are married by the time they are 20 years old 
and are having families during the years that applicants for 
nursing are customarily accepted. Because such women 
have decreased responsibilities in later years, at that time 
there is a great potential for the beginning of a career unless 
the doors are kept as closed as they have been in the past. 
If not, what further implications are there in accepting an 
older candidate for nursing and in providing for the prepara- 
tion of nurses to care for the increasing number of aged 
in our culture? 

During the twenty-year interval between 1936 and 1956 
the number of persons over 65 years of age in this country 
increased from six and a half million to 15 million. Sig- 
nificantly, we also find that current practices and community 
customs no longer generally depreciate the elderly as much 
as in the past. By encouraging them to partake in construc- 
tive activities according to their individual capabilities, we 
are likely to find an increasing number of older persons 
living up to an expectation of usefulness, thereby retaining 
much of their buoyancy and health potential. A recent 
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authoritative source brings to our attention that: 


Most of our abilities—strength, learning capacity, emotional 
stability, and so on—increase most rapidly through childhood 
and usually reach a peak somewhere in the twenties or thir- 
ties. Then some, like strength and agility, start to decline. 
Others, like learning capacity and memory, decline much 
more slowly. Many people of very advanced years have lost 
little or none of these abilities; in maturity of judgment and 
tolerance, they may continue to gain. 


Almost a hundred years ago, Robert Browning wrote a 
poem on creative maturity, which was inspired by the writ- 
ings of a distinguished, learned man who lived seven cen- 
turies before. Although the opening lines of “Rabbi Ben 
Ezra” are well known, we might here profitably give further 
thought to their present significance: 


Grow old along with me! 
The best is yet to be, 
The last of life, for which the first was made: 


How different is today’s connotation of “The last of life” 
from that of Browning's time? We are told that a life span 
was scarcely half that of the average American who today 
lives to be more than 70 years old. An advance of 10 more 
years was expected at the beginning of this century, and 
thereby established a chronological age of 45 as the peak of 
a productive life. In our own times, 20 additional fruitful 
years are anticipated. However, we also realize how an 
increasingly large number of elderly people enter into rela- 
tive inactivity beyond retirement and thus unnecessarily 
negate the fulfillment of the promise “The best is yet to be.” 

The available facts on an increased life span, which now 
set the middle-age period up to at least the 65th year, estab- 
lish a different perspective from the one I viewed as a voung 
nurse in the early 1920’s. Twenty productive years in nursing 
had been held out to me as a possible attainment by the 
age of 45. 

This view was further corroborated by my mother’s ap- 
proach toward the declining years, which began in her 
middle forties, and by my definitely aged grandmother who 
was in her early sixties. It will then be quite understand- 
able that I should have considered somewhat ridiculous a 
suggestion to start a college education at 30. But I did. 
After the first year, several more went by during which I 
combined work with part-time education until the first 
academic-degree hurdle was reached. Then another year in 
full-time education to accomplish the second academic de- 
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gree. Circumstances again made it possible to relate my 
work with education, but not long enough to achieve the 
final academic measure of it. It is significant that by that 
time I had reached the age previously established for the 
beginning of my decline. However, subsequent productive 
vears now seem unendingly caught in the spirit of our times 
which is conducive to a continuing quest toward an ageless 
creative maturity. 

As I ponder on the fortunate misdirection of my expec- 
tations of an early retirement from work, I am reminded of 
the counteracting influences stemming from the association 
I had with an elderly patient in her home. Mrs. Robb was 
almost 80 years old when I, at the age of 27, undertook to 
care for that agitated, disoriented person. The toxic basis 
of her behavior was removed through nursing measures in- 
volving good nutrition, elimination, and sleep. Here Brown- 
ing’s injunction comes to mind: “Nor soul helps flesh more, 
now, than flesh helps soul!” I was fascinated by the tre- 
mendous mental vitality which was released when the toxic 
barriers were removed. Her intellectual treasures were ap- 
parently undimmed by advancing years. 

Within a month after the elimination of toxic symptoms, 
Mrs. Robb was active in supervising her garden of colorful 
annuals and perennials, which daily provided an abundance 
of freshly cut flowers not only for her own enjoyment but 
also for patients in near-by hospital rooms. Sunday after- 
noon reading discussions were reactivated with a group of 
adults who had missed these sessions during her illness. 
Several times a week afternoon tea was a special occasion 
enjoyed with small groups of adolescent girls enrolled in 
the private school founded by her daughter. A memorable 
week at the Cosmopolitan Club in New York City gave me 
further opportunity to experience the fascination of Mrs. 
Robb’s mature mind during visits with clergymen, writers, 
teachers, and others. 

In the light of relatively recent criteria, I am now able to 
appreciate our respective approximations on the measures 
of maturity. Mrs. Robb was almost three times my age, vet 
fully accepted my authority as a nurse and wrote to her 
doctor, “I am indebted to vou for an admirable nurse who 
is effective in carrying out your orders and thereby earns 
my respect.” I, in turn, frankly appreciated the association 
with a woman of great charm which stemmed from a life- 
time of pursuits in cultural areas related to my own pro- 
fessional bent in the study of the foundations of human 
behavior 

Technical preparation in nursing had never engulfed me 
to the exclusion of interests in literature, psychology, and 
philosophy, which, in my estimation, portray people and 
human relations more truly than some academic courses of 
study set up to do so. My association with Mrs. Robb, 
founded on mutual respect and appreciation of differences 
in age and background, generated an incentive for Mrs. 
Robb to share her creative talents in a variety of ways and 
widened my own outlook on aging processes as evolving 
dimensions in living. 

As I followed Mrs. Robb’s injunction to advance in achiev- 
ing “a mind stored with good things,” I learned that aca- 
demic packages do not ensure attainment of wisdom. Fur- 
thermore, satisfactory progression toward creative maturity 
tends to be blocked by two main forms of self-defense 
against exposing our inferiorities. These are generally ex- 
pressed by all-knowing attitudes and ready protestations 
against another's view when it is not readily grasped. 

Young nurses today have information on the subject of 
old age which was not available to me when faced with the 
nursing care of Mrs. Robb.* But I do not consider their task 
simplified. It takes considerable maturity to sift the pertinent 
facts as they apply to a particular person and situation. For 
example, what does it mean to acknowledge that anyone of 
us can learn during the middle or later years the same kinds 
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of things that could have been learned during our teens or 
early twenties? In this connection, George Sand also com- 


mented that old age is not a downward slope, but, with 
easily as physical 


advancing years, brain work comes as 
exertion to a child. 

Our clarification of these viewpoints necessarily leads us 
to consider further how reduced speed assures greater ac- 
curacy in learning—but only when the amount of time used 
by any person is also measured against the sensory acuity 
of that person. Here the physiological processes of aging 
may be accelerated at the age of 30 or retarded at the age 
of 90. These variations reside in the individual character- 
istics which stem from the inherited predispositions of 
person. They are shaped by the degrees of acquired dis- 
abilities arising from disease, nutritional deprivations, and 
faulty outlook on life. 

Senescence seems to be delayed by appropriate activity 
of body and mind in making adaptations, thereby strength- 
ening integrating apparatus to be alert and resilient. A wise 
use of psychological influences keeps mental, moral, and 
intellectual tissues healthy and thus prevents the early de- 
terioration of the self-indulgent. Although simple neural 
connections in the brain are formed early in life, even more 
important associative connections are made in later life. The 
unproductive brain seems to be largely the result of disuse, 
of following the easiest way of life. Patient and continuous 
effort and diligent self-discipline improve brain capacity 
throughout the entire span of life in relation to the efforts 
exerted to develop one’s individual potentials for creative 
maturity. 

Creative maturity is noted in the elderly person who ac- 
cepts the aging process with equanimity and is consciously 
working toward continuing growth in self-fulfillment. Physi- 
cal comforts are then not nearly so important as emotional 
satisfactions. The young nurse who is able to accept and 
adapt to the slower te mpo of an elderly patient has achieved 
this measure of emotional maturity. ‘All of us, young and 
old, are faced with the need to respect the inspirational 
values of working toward a well-defined goal which differs 
from a prevailing or individual idea of what this goal 
should be. 

An ever changing measure of creative maturity then stems 
from an evolving personality. However, development may 
be arrested in the course of unbearable crises at any time in 
life. This may be noted by the way a person reacts when 
confronted by the need to make a choice. An immature 
person wants a rigid formula as a guide while a mature 
person sifts out the appropriate elements in a current situa- 
tion and from his life experiences creates his own formula 
tion. 

It seems that older persons live up to our expectations 
of them. Thus, they are likely to be less capable of sus- 
tained effort and to have unreliable memories when this is 
anticipated. On the other hand, positive expectations will 
encourage latent potentialities to come to light after a life- 
time spent in meeting obligations in caring for older family 
members, bringing up children, and being submerged 
financial needs. When the obstructions are removed, a per- 
son is then free to live and continue to go forward in cre- 
ative maturity. 
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N.L.N. Convention 


continued from page 9) 


urers of state and local Ie agues. 

“Mobilizing Resources for Education 
for Nursing in Senior Colleges and Uni- 
versities” will be the subject of a dis- 
cussion at the Thursday morning meet- 
ing of the Department of Baccalaureate 
and Higher Degree Programs. Two 
Ohio State University educators—Ron- 
ald Thompson, dean of special services, 
and Frieda Stewart, assistant professor 
in the School of Nursing—will speak at 
the meeting 

In the afternoon this group will hold 
a joint meeting with the Department 
of Diploma and Associate Degree Pro- 
grams on the subject, “Baccalaureate 
ind Higher Degree Education in Nurs- 
ing—Are Graduates Meeting Present- 
Day Needs?” 

Speakers at this meeting will be John 


S. Millis, president of Western Reserve 


University, Cleveland, Ohio; and Mrs. 
Lulu Wolf Hassenplug, dean of the 
School of Nursing of the University of 
California at Los Angeles. 

Panel participants will include Ber- 
nice Szukalla, director of nursing, Uni- 
versity of Kansas Medical Center Hos- 
pital, Kansas City, Kan.; and Ruth 
Sleeper, director, nursing service and 
School of Nursing, Massachusetts Gen- 
eral Hospital, Boston. Moderator will 


be Mildred E. Newton, director of the 
School of Nursing at Ohio State Uni- 
versity. 

A joint session of the Department of 
Hospital Nursing and the Department 
of Public Health Nursing will be con- 
cerned with staphylococcic infections. 
During this meeting, to be held between 
12:30 and 1:45 P.M., the topic under 
discussion will be “The Role of the 
Nurse on the Hospital's Infections Com- 
mittee.” 

There will be business meetings 
Thursday for the Department of Hos- 
pital Nursing and the Department of 
Baccalaureate and Higher Degree Pro- 
grams. 


Banquet 


William J. Bishop, English librarian 
and medical historian on the staff of 
the Florence Nightingale International 
Foundation, will be guest speaker at 
the N.L.N.’s banquet Thursday evening. 
His talk will anticipate the 100th an- 
niversary of the founding of the 
first Nightingale nursing school at St. 
Thomas Hospital, London, in 1860. 
(An exhibit of Nightingaliana will be 
held at the Museum of the University 
of Pennsylvania from Tuesday to Fri- 
day.) , 

On Friday, the final day of the con- 
vention, a panel led by Martin P. 
Chworosky, director of the Albert M. 


Greenfield Center of Human Relations, 
University of Pennsylvania, Philadel- 
phia, will discuss “Releasing Human 
Resources.” 

Panel members will be Mrs. G. Men- 
nen Williams, member of the N.L.N. 
Committee on Community Participa- 
tion, Lansing, Mich.; Sister Charles 
Marie, dean, School of Nursing Educa- 
tion, Catholic University of America, 
Washington, D.C.; and Eli Ginsberg, 
director, Conservation of Human Re- 
sources Project, Columbia University, 
New York City. 

Friday afternoon there will be the 
closing business meeting, announce- 
ment of election results, and approval 
of resolutions. 

Although some meetings are limited 
to N.L.N. members, many are open 
to nonmembers, including nonprofes- 
sionals. Registration for the convention 
will start Sunday, May 10, at noon. For 
N.L.N. members the registration fee is 
$8 for the full week of meetings, $3 
for each individual day of meetings; 
nonmembers pay $10 for the week, $5 
for daily meetings. 

Lavonne M. Frey is chairman of the 
General Program Committee for the 
convention. — 

Further information about the con- 
vention meetings and hote! reservations 
may be obtained from the National 
League for Nursing, 10 Columbus Cir- 
cle, New York 19, N. Y. 





Three-Dimensional Problem 


(continued from page 11 


a solid scientific background which will 
enable him to understand these rela- 
tionships. 

This does not imply that the science 
teacher should not, on occasion, point 
out the practical value of facts pre- 
sented in lectures and laboratory work. 
If, however, too much of this is done, 
the student will soon develop a feeling 
that the teacher is trying to sweeten a 
bitter pill. As a result, she will over- 
emphasize the practical applications at 
the expense of the basic facts. The best 
results with professional nursing stu- 
dents, I believe, are obtained when one 
presents the basic concepts and funda- 
mental knowledge in the preclinical 
course as being important and interest- 
ing in their own right, even though this 
may not be immediately apparent to 
the student. 

The increasing competence of clinical 
nursing faculties in applying the funda- 
mental principles of the basic sciences 
makes the integration of basic sciences 
involved in bedside nursing an impor- 
tant part of the learning experience. 
Here, at the patient’s bedside the clin- 
ical instructor of nursing and student 
can integrate the information. The re- 
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maining years of the program should 
consist of one continuous integrating 
experience, and if this is not the case, 
then the fault must be laid at the door 
of our clinical faculties. Upon them and 
upon their pedagogical practices must 
ultimately rest the burden of integra- 
tion of nutrition, microbiology, anatomy, 
biochemistry, physiology, pharmacology, 
and the social sciences. 


Faculty Responsibilities 


In nursing we support the principle 
that the faculty of the school should be 
responsible for the guidance, instruc- 
tion, supervision, and evaluation of stu- 
dents assigned for clinical and field 
practices. Yet all schools are not able 
to teach tuberculosis and respiratory 
diseases and long-term illness. Other 
areas which need to be taught by the 
school’s own teachers are team manage- 
ment and public health nursing. 

Psychiatric nursing is a part of the 
professional curriculum; preparation in 
psychiatric nursing is expected of the 
diploma and baccalaureate-degree grad- 
uate. Yet how many schools of nursing 
have qualified teachers with time to 
help the student develop an awareness 
and understanding of the emotional as- 
pects of the nursing care of the patient? 
How many schools offer the opportunity 


to the student to explore the dynamics 
of nurse-patient relationships and group 
interaction? How many emphasize the 
importance of the nurse’s self-awareness 
in dealing with modifications of be- 
havior? 


Conclusion 


The solution of the problems facing 
schools of nursing calls for effective 
national and state leadership. Outstand- 
ing progress has been made through 
the National League for Nursing’s ac- 
creditation program. In that organiza- 
tion, the nursing profession, hospitals, 
and colleges with nursing schools vol- 
untarily set the standards of education. 
This program is developed to the point 
where a nursing school is accredited if it 
is found to be doing what it is equipped 
to do. 

Nursing now is in a place of primary 
importance in the field of human en- 
deavors. Its resources are being esti- 
mated, its systems of education are 
being reviewed, the possibility of new 
developments in nursing education are 
being explored. Given a little time and 
effective leadership, I am sure schools 
of nursing will not only catch up but 
keep up and provide the finest possible 
type of nursing education — the type 
this country must have. 
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continued from page 2 
cancer are being cared for at home. Doesnt this place the 
public health nurse in a more responsible role? 


A. Definitel\ 


ingly 


The public health nurse has an increas- 
todav. She thoroughly 
aware of the method of treatment used for each patient's 
that the 
and be able to interpret his orders for the patient; she 
must be a morale-builder for the patient and the family, 
and she must teach the family to care for the patient. 

Furthermore, if the patient is receiving a radioactive 
isotope, the nurse must be able to advise him about the 
disposal of wastes and care of himself while this treatment 
is going on. Lastly, her responsibility does not end until 
she has helped him and his family to move to that point 
of rehabilitation where the patient and the family have 
developed some degree of acceptance of his cancer and 
the treatment he is receiving. 


responsible role has to be 


condition, so she can carrv out doctor’s orders 


Q. Miss Nelson, before we close this discussion on radia- 
tion, what about the fall-out from testing atomic bombs 
that everyone seems so concerned about? Do you think 
all the fuss and fury being made over it is warranted? 


A. The isotope in the fall-out is strontium®, which is 
formed in the air as the atomic bomb is exploded. The 
chemical substance then falls to the ground and gets on 
the grass, mostly in our midwestern states. The cows eat 
the grass and also swallow the strontium®® which, when 
in the body, acts like calcium. So you see, it goes into 
the cow’s milk and then finds its way into our homes. 
We drink the milk and in doing so certain 
amount of the radioactive isotope. 

Actually, there is more fuss being made over it than is 
warranted. It is true that we swallow the radioactive 
substance, which then goes to our bones, but extensive 
research is now showing that the total amount anyone in 
the United States has received to date is not harmful. 
Another interesting fact is that babies have been found 
to have 10 times as much strontium®® in their bodies as 
do adults, and yet even this larger amount is much too 
small to be of any great concern at this time. 


swallow a 


Q. In summary, then, would you say that well-informed 
nurses will be of great assistance to patients and to medical 
personnel as we go into this atomic era? 

A. I can’t stress enough that there are principles govern- 
ing the practice of nursing with these radioactive products 


and the professional nurse has a personal and a_profes- 
sional responsibility to keep herself informed about them. 

Q. Well, we have covered quite a large area. Now, can 
we summarize by giving perhaps five or 10 basic rules for 
nurses to use when planning the nursing care of patients 
receiving radioactive isotopes? 

A. That is a good idea, and I might cite for you 10 
basic rules I use in thinking about the nursing care of 
these patients: 

1. Check the patient's chart to find out what radioisotope 
is being given, what the dosage is, and when the 
treatment was started. 

Determine to what extent the patient knows and 
understands what is going on. Teach him proper 
handling of himself and/or his excreta, if necessary. 
Arrange for special disposal and handling of con 
taminated materials, if necessary. This includes linens, 
dressings, etc., which may become contaminated 
when certain isotopes are used. 

Employ the necessary measures to assure adequate 
but speedy patient care during the time the patient 
is emitting gamma radiation. 

Wash hands with soap and water after giving care 
to a patient who has had a radioisotope. 

Refrain from touching your fingers to your face or 
mouth while caring for a patient who has had a 
radioisotope. 

If the patient dies after a radioisotope has been 
administered, place a tag on his body, giving infor- 
mation concerning the kind of isotope used, the 
dose, and the date of administration. 

If the patient has a radium implant which gets dis- 
lodged, use a long-handled forceps to place it in a 
lead-lined carrier; never touch it with your hands. 
Notify the doctor immediately that the radium has 
slipped out of place in the body. 

If the patient has received radioactive gold which 
seeps from the site of injection, inform the doctor 
immediately. If it necessary to remove the dressings, 
use a long-handled forceps and place the dressings 
in a lead-lined container. Never touch them with 
your hands. 

After the decay rate of the isotope has progressed 
to a point where precautions are not indicated, these 
safety measures should be discontinued. 

I am sure that if the nurse follows these simple rules 
she will be practicing much more effective nursing, with a 
great deal more safety to herself and her patient 
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not mobilize sufficient digitalis to account for the postdiuretic 
intoxication phenomena. 

Thus a mechanism other than digitalis mobilization must 
operate to change myocardial sensitivity; clinical features of this 
phenomenon suggest another explanation. Patients who exhibit 
such postmercurial difficulties invariably have advanced conges- 
tive failure, and they have been maintained on rigid salt restric- 
tion. Usually they are receiving ammonium chloride to improve 
response to mercurials. These are the patients likely to excrete 
substantial quantities of potassium when given diuretics. Per- 
haps the heart’s threshold to the toxic properties of digitalis 
is reduced by potassium depletion, as is true with isolated heart 
preparations. 

If potassium loss is responsible for the toxicity, potassium ad- 
ministration should abolish it. Such is the case: After the ingestion 
of potassium chloride the first effects are noted within 30 min- 
utes. Peak action occurs in one to three hours, at the time when 
the highest serum level is achieved. Dissipation of effect follows 
within four to eight hours. 
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Che postmercurial redigitalization phenomenon may be de- 
scribed as a state of increased myocardial sensitivity to the toxic 
properties of digitalis, resulting from a negative potassium balance 
precipitated by diuretic therapy. In this case digitalis must be 
discontinued and potassium administered by mouth until evidence 
of overdosage disappears. Serious disturbances of rhythm and 
even death will be prevented if diuretics are withheld when the 
patient gives any evidence of digitalis intoxication 
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body. He is even deprived of control 
over his use of time because of the ad- 
ministrative scheduling of activities, and 
is denied access to knowledge about 


himself .” According to the article, 


the patient “reverts emotionally to the 


status of a baby.” Furthermore, his 
weakened ego results in a growing bit- 
terness toward hospitals. 

Considered one of the most damaging 
psychological forces on the patient is 
this loss of identity as a human being. 
In some institutions the sick are iden- 
tified only by the numbers of their 
rooms or the nature of their illnesses. 
When an investigator asked an attend- 
ant in a chronic-disease hospital wheth- 
er a certain patient was ambulatory, she 
had to locate the name card on the bed 
before she knew to whom he was re- 
lerring. 

The Look article criticizes the atti- 
tude of professionals toward children as 
well as adults. The investigating team 
discovered that except for a few hos- 
pitals where there are special pediatric 
sections permitting parents to help take 
care of their children, most institutions 
have limited visiting hours. Pediatrician 
Dr. O. A. Faust explains: “No amount 
of love and understanding will make up 
for the absence of the mother. When 
doctors realize how inextricably the 
emotional welfare is bound up with 
physical welfare, provisions will be 
made for a parent to stay with the hos- 
pitalized child . . .” 

The investigators concluded _ that 
stressing staff convenience rather than 
patient benefit results from unsatisfac- 
tory hospital organization. The admin- 
istrator, who is supposedly in charge, 
has many groups with which to contend. 
The board of trustees (usually laymen) 
handles business and financial prob- 
lems; the medical board- consisting of 
physicians — establishes and enforces 
medical policies. Besides the nursing 
staff, there is also the housekeeping 
department. 

Frequently, friction exists among the 
various groups, making it difficult for 
the administrator to enforce discipline. 
Acce ding to the report, in most in- 
stances the the medical 
board are responsible for the collapse 
in authority. “This may be due to the 
average physician’s reluctance to submit 
to discipline. Usually he regards him- 
self as a free and independent individual 
not bound by ordinary rule,” states the 
Look article. “In such an atmosphere 
of disharmony and lack of authority, the 
hospital cannot properly care for the 
patient. Too concerned with their own 
problems and dissatisfactions, the mem- 
bers of the staff lose sight of the pa- 


members of 
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tient’s emotional needs.” 

Following their inquiry, the investi- 
gators of the California Medical Asso- 
ciation crew up a patients’ “Bill of 
Rights” to promote better hospital con- 
ditions. It was suggested that after ad- 
mission to a hospital, the patient should 
not have to undress immediately unless 
bed rest is ordered. His clothes should 
be kept in a near-by locker or closet, 
accessible to him if he is permitted to 
be dressed. If bed clothes are required, 
he should be allowed to use his own. 
He should be allowed to keep personal 
effects, including money. Above all, his 
feeling of identity must be respected. 
Unless it is considered inadvisable, the 
patient should be informed of his prog- 
ress to the extent of permitting him to 
chart his own temperature, weight, etc., 
thus enabling him to participate in his 
own treatment. Improved eating, wak- 
ing, washing, and sleeping regimes were 
advised. “Sleeping hours should approx- 
imate sleeping time of adults on the out- 
side rather than the bedtime of small 
children,” stated the report. 

The investigating team made the fol- 
lowing recommendations to alter and 
improve hospital standards: 


> Experts from the fields of psychia- 
try, psychology, hospital administration, 
sociology, anthropology, and law should 
be appointed to a board of review to 
evaluate the present findings. From the 
study, they may be able to suggest 
changes in hospital organization. 

> A standard of conduct should be 
provided for physicians that will permit 
them to feel no reluctance in exposing 
the substandard conduct of colleagues. 

® County medical societies should 
organize committees on hospital prac- 
tice which would enable capable doc- 
tors to serve as observers in all hospitals 
in the county during the course of each 
year. 

> Support should be given to medi- 
cal schools in their research programs 
investigating patient reactions in hospi- 
tals. Because physicians and nurses 
lack ability in handling the emotional 
responses of patients, teaching pro- 
grams of this nature should be improved 
during their training period. 

> Support should be given to ex- 
perimental programs for revising con- 
ventional hospital organization. 


The Look article concludes by em- 
phasizing that changes in hospital 
conditions can result only through the 
revolt of patients. As the California 
Medical Association report pointed out, 
- + » every patient bears responsibility 
for seeing that he gets good health care 
by means of bade unsubmissive 
and firm demands upon the medical per- 
sonnel who are paid by him to provide 
for these very needs.” 
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PSYCHIATRIC NURSING: Clinical Instructor 
in a fully accredited private hospital near Balti- 
more, Md. Give academic and experience back- 
ground when applying to Theresa G. Muller, 
Director of Nurses, The Sheppard & Enoch 
Pratt Hospital, Towson 4, > 


INSTRUCTOR — CLINICAL, EVENINGS 
NIGHTS: Should have B.S. degree in nursing 
education and minimum of two years’ experience 
in two of the following positions: instructor, as- 
sistant instructor, head nurse. 400-bed private 
general hospital with expansion program to be 
completed in fall 1958. 150-student school of 
nursing, three-year diploma course. Contact Per- 
sonnel Department, Milwaukee Hospital, 2200 
West Kilbourn Ave., Milwaukee 3, Wis. 


NURSING ARTS INSTRUCTOR OR ASSIST- 
ANT: To assist with teaching of Nursing Arts 
shared with three instructors. N.L.N. fully 
accredited diploma program with university 
affiliation for basie sciences. 160 students. Ex- 
cellent personnel policies, pleasant working con- 
ditions in 676-bed hospital, JCAH accredited. 
Newly furnished apartment nearby at reason- 
able rent, if desired. Please write Personnel 
Director, St. Luke’s Hospital, Duluth 11, Minn. 








PSYCHIATRIC NURSING: Instructor (Male) 
for attendant program in a fully accredited 
private hospital near Baltimore, Md. Give aca- 
demic and experience background when apply- 
ing to Theresa G. Muller, Director of Nurses, 
The Sheppard & Enoch Pratt Hospital, Towson 
4, Md. 








WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 
ASSISTANT DIRECTOR OF NURSING SERV- 
ICE: Also R.N.’s for GENERAL DUTY. 65-bed 
JCAH Hospital connected with co-ed college of 
1500 students. Apply Administrator, Berea Col- 
lege Hospital, Inc., Berea, Ky. 





PSYCHIATRIC NURSING: Supervisory and 
Staff Nurses (Men and Women) in a fully ac- 
credited private hospital near Baltimore, Md. 
Give academic and experience background when 
applying to Theresa G. Muller, Director of 
Nurses, The Sheppard & Enoch Pratt Hospital, 
Towson 4, Md. 


PSYCHIATRIC NURSING: Assistant Director 
of Education in a fully accredited private hos- 
pital near Baltimore, Md. Give academic and ex- 
perience background when applying to Theresa 
G. Muller, Director of Nurses, The Sheppard & 
Enoch Pratt Hospital, Towson 4, Md. 








BARNES HOSPITAL: Offers to graduates of 
accredited schools of nursing a comprehensive 
course in anesthesia, embracing administration 
of nitrous oxide, ethylene, cyclopropane, ether, 
barbiturates, ete. Modern techniques taught in- 
clude face-mask, endotracheal, intravenous, rec- 
tal, ete. Write to Mrs. Dean Eberhardt Hayden, 
Director, School of Anesthesia, Barnes Hospital, 
St. Louis 10, Mo. 


NURSES: Supervisory, O.R., and Genera] Duty. 
Accredited General Hospital in suburbs of Wash- 
ington, D.C. New air-conditioned wing, piped-in 
oxygen, nurse-patient intercom. Forty-hour week, 
merit increases. Near-by universities for con- 
tinued education. Director of Nursing, Suburban 
Hospital, Bethesda, Md. 











GRADUATE NURSES: For General Duty, 70- 
bed general hospital, new, air-conditioned, well 
equipped. $325 per month starting salary plus 
meals, laundry of uniforms, vacation, sick leave. 
Transportation paid to Dumas. Write, call, wire 
collect. Administrator, Memorial Hospital, 
Dumas, Texas. 
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Davis and Warren— 


UROLOGY AND 


UROLOGICAL NURSING 


New (6th) Edition! Every aspect ol 
the nurse’s duty in urological cases 
is covered in this brief, practical 
text. The authors thoroughly ex- 
plain details of pre- and postopera 
tive care plus the function and 
maintenance of urological equip- 
ment. All specialized urological 
procedures are discussed with em- 
phasis on their application in bed- 
side nursing. 

For this New (6th) Edition ther- 
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Montag and Swensen 


FUNDAMENTALS IN 
NURSING CARE 


New (3rd) Edition! Stressing nurs- 
ing principles, this practical text 
points out total care for all patients 
regardless of diagnosis, degree of 
illness or age. The authors clearly 
show the nurse’s responsibility in 
contributing to both her patient's 
physical and mental comfort. 
Chis is a complete revision. A new 
chapter covers surgical dressings. 
Chapters on medical asepsis and 


discharge of the patient are rewrit- 
ten. Over 30 new discussions in- 
clude: opportunities in nursing 
diabetes mellitus fluoridation 
care of thermometers—patient’s his- 
tory—radioactive iodine—rehabilita- 
tion—orientation of the patient. 
Fifty new illustrations have been 
incorporated, 


apy has been brought up to date 
to include discussions of many 
newer drugs used in urology. There 
are new discussions on urinary di 
version, radical prostatectomy, and 
mental therapy in urologic disease. 
Revised and expanded references 
follow each chapter. 
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Just Ready! 


About 581 pages, 148 illustrations. 
Just Ready! New (3rd) Edition 
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Jamieson, Sewall and Gjertson— 


TRENDS IN NURSING HISTORY 


New (5th) Edition! Emphasis in this thoroughly revised text is placed 
on general trends of nursing events throughout the ages. It shows the 
social, political and religious backgrounds which influenced or were 
influenced by this profession. A brand new chapter, “Modern Nursing 
*, covers: career opportunities open to the nurse her moral and 
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By the late ELIzABETH MARION JAMIESON, B.A., R.N MARY 


Director of Nursing Education, Methodist Hospital of Southern California, Los Angeles; and 
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New (5th) Edition 


Hansen—STUDY GUIDE AND 
REVIEW OF PRACTICAL NURSING 


Second Edition! This unique book reviews and discusses in outline 
form virtually every problem to confront the practical nurse—ranging Jamieson, Sewall & Gjertson’s Nurs 
from the simplest method of taking oral temperature to emergency ing History, About (Send | 
measures in stemming massive hemorrhage. Particular attention is C.0.D ready.) 

focused on her role in patient rehabilitation. Here are hundreds of 
questions, typical of situations you meet in everyday practice. You will 
find valuable data on such topics as: structure and function of the 
body, normal nutrition, microorganisms, community health, aids to 
diagnosis and treatment, meeting common emergencies, mental illness, 
etc. Important safety measures are included. Handy cross references 
and illustrations further illuminate the text. 
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Hansen's Study Guide & Review of 
Practical Nursing, $4.25. 
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Board of Nurse Examiners, 
illustrated. $4.25 
Second Edition! 


By HeLen F. HANSEN, R.N., M.A., formerly Executive Secretary, 
Department of Vocational and Professional Standards, California. 398 pages, 
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BUSY 


LIVE 


Are you really too busy to have a thorough health 
checkup once a year? Or do you keep putting it off 
because you're afraid your doctor might find some- 
thing wrong? 


If it’s cancer you're worried about, just remember 
that, thanks to medical progress, doctors are cur- 
ing many more cancers than they could ten years 
ago. In fact, 800,000 Americans are alive and well 
today, cured of cancer...many of them because 
they had made a habit of having annual checkups 
no matter how well they felt...all of them 

because they went to their doctors in time! 


Make annual checkups a habit...for life! 
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